JOURNAL OF THE 


AMERICAN 
HOSPITAL 
ASSOCIATION 


HOSPITALS 


OCTOBER 16, 1958 


THE UNDERFINANCING 
OF HOSPITAL SERVICE 


—page 34 


HOW TO GET THE MOST 
FROM 
OLD GUARD EMPLOYEES 


—page 43 


68 WAYS TO CUT 
HEATING COSTS 


—page 78 


“ee 
4 
\ 
é 
J 4 
g 
43 
f ® ~ - 
¥ 
~~; 
4 ~ 


¥ 

; 7 


DOES YOUR HOSPITAL OFFER ADEQUATE PEDIATRIC FACILITIES? 


The all new Hausted pediatric wheel stretcher is the perfect answer to the great need 
for a smaller, more adequate and versatile stretcher for the Recovery Room, Pedia- 
tric Department and general pediatric care. This unit offers many valuable accesso- 
ries usually found only on larger units, such as the crank operated height adjustment, 
trendelenburg lift, fowler attachment, conductive rubber, brake equipped casters, oxy- 
gen tank holder, intravenous attachment, extension footboard, and restraining straps. 
Hausted was the pioneer in the development of the Recovery and Emergency Room 
stretcher, now Hausted unveils the finest in a pediatric wheel stretcher which will 
prove to be a very valuable adjunct to all hospitals. 


for Literature and Prices write: 


MANUFACTURING COMPANY 


Medina, Ohio 
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A COMPLETE LINE OF STERILE NEEDLE SUTURES OFFERING: 


GREATER STRENGTH 
BETTER HANDLING QUALITIES 


D&G SURGILOPE SP* 


Atraumatic® Needle Sutures and Pre-Cut Lengths 
* Eliminates jars, solutions, tubes!—no dam- 


preparation—new Strip Pack 
time to seconds | 


ABSORBABLE SUTURES 


D&G SURGILAR? 


Standard Lengths « ATRAUMATIC® Needies 


* Provides stronger, safer surgical gut'—no glass nicked sutures, 
no weakening by excessive handling, no damage to needle points 
or cutting edges 

* Delivers more fiexibie sutures'—no reels to cause bends or 
kinks ... quickly opened as needed so suture is always fresh 
and pliant 

* Saves 333% nurse time'— faster preparation technic frees her 
for other duties . 
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PRODUCERS OF DAVIS & GECK BRAND SUTURES AND Vim” 

BRAND HYPODERMIC SYRINGES AND NEEDLES 

DISTRIBUTED IN CANADA BY. 

CYANAMID OF CANADA LTD. 
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age from broken glass... individual sterile 
lope pack eliminates kinks, reduces handling, 
provides better protection for needie and 
suture 
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provides dependable, fast, effective therapy 


dependable action 

* because all patients show therapeutic blood Bactericidal concentrations are assured. 
7 concentrations of penicillin with recom- Infections resolve rapidly. 

mended dosages. 

: Dosage: 125 or 250 mg. three times daily. 


quick deployment 


of the bacteria-destroying antibiotic. Within Supplied: Tablets, scored, of 125 and 250 


a five to fifteen minutes after administration, mg. (200,000 and 400,000 units). 

therapeutic concentrations appear in the 

- general circulation. New V-Cillin K, Pediatric: In bottles of 
a 40 and 80 cc. Each 5-cc. teaspoonful pro- 
a higher blood levels vides 125 mg. V-Cillin K. 

o than with any other penicillin given orally. V-Cillin® K (penicillin V potassium, Lilly) 
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debilitated 


elderly 


'.WHEN 
YOU TREAT 
INFECTIONS 

IN PATIENTS ae ¢ those on corticoids 


SucH ¢ those who developed moniliasis on previous 
broad-spectrum therapy 


diabetics 


infants, especially prematures 


¢ those on prolonged and/or 
high antibiotic dosage 


* women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin , 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
(125 mg./125,000 u.), bottles of 16 25 ON 
and 100. Suspension (125 mg./125,000 YCLINE PLUS MYCOSTATIN 
u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg./100,000 u.), 10 cc. dropper bottles. Before therapy of therapy Before therapy of therapy 
@eeo00 | | 2 | eecce 
©0000 | |: 
& eS & @@e 
the Priceless Ingredient eeeee 
Monilial overgrowth (rectal swab) © None @ Scanty @ Heavy 
Childs, A. J.: British M. J. 1:660 1956. 
*MYSTECLIN, “MYCOSTATIN’,©@ AND “SUMYCIN’ ARE SQUIBB TRADEMARKS 
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IN THE WAR AGA‘INST 


AMERICAN 


MATTRESS acd BEDDING DISINFECTOR 
with LOADING CAR 


A special-purpose Ethylene Oxide unit combining 
minimum investment and low processing cost 
with simple, effective operation 


AMERICAN 


Write today for bulletin Sc-306 


ERTE+PENNSYLVANIA 
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hospital association 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
1959 Midyear Conference of Hospital 
Association Presidents and Secretaries 


— February 4-5; Chicago (Palmer 
House } 

1959 Annual Convention— August 
24-27; New York City (Coliseum: 
Statler Hotel) 

1960 Annual Convention — August 


29-September 1; San Francisco (Civic 
Auditorium) 


(THROUGH SEPTEMBER 1959) 


American Protestant Hospital Associc- 
tion—January 27-30; St. Louis (Jef- 
ferson Hotel) 


Canadian Hospital Association— May 
11-13; Montreal (Queen Elizabeth 
Hotel ) 


Catholic Hospital Association—-May 3} - 
June 4; St. Louis (Kiel Auditorium) 
National Association of Methodist Hos- 
pitals and Homes — January 27-30: 
St. Louis (Sheraton-Jefferson Hotel) 


REGIONAL MEETINGS 
(THROUGH SEPTEMBER 1959) 


Association of Western Hospitals—Moy 
4-7; Salt Lake City, Utah (Utah Ho- 
tel) 

Carolinas-Virginias Hospital Conference 
—-April 16-17; Roanoke, Va. (Hotel 
Roanoke 

Maryland-District of Columbia-Delawore 
Hospital Association——November 3-5, 
Washington (Shoreham Hotel) 

Mid-West Hospital Association — 
1-3; Kansas City, Mo. (Municipal 
Auditorium; President Hotel) 

Middle Atlantic Hospital Assembly -— 
May 20-22; Atlantic City, N. J. 
(Convention Hall) 

New England Hospital Assembly———March 
23-25; Boston (Statler Hotel) 

Southeastern Hospital Conference 
8-10; Atlanta (Atlanta-Biltmore Ho- 
tel) 

Tri-State Hospital Assembly Apri! 
27-29; Chicago (Palmer House) 
Upper Midwest Hospite!l Conference 
May 13-15; Minneapolis (Minne- 
apolis Auditorium; Leamington Hotel) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH MARCH 1959) 


Alabama Hospital Association January 
23-24; Mobile ‘Admiral Semmes Ho- 


tel) 

Associated Hospitals of Alberta October 
21-23; Edmonton (Jubilee Audi- 
torium) 


Arizona Hospital Association —November 
13-14; Phoenix (Westward-Ho Hote!) 

British Columbia Hospital Association 
October 28-31; Vancouver (Van- 
couver Hotel) 

California Hospital Association—-October 
22-24; Santa Barbara (Biltmore and 
Miramar Hotels) 

Florida Hospital Association—— November 
20-21; West Palm Beach (George 
Washington and Pennsylvania Hotels) 

Georgia Hospital Association——Morch 5- 
6; Augusta (Bon Air Hotel) 

idaho Hospital Association — October 
20-21; Boise (Elks Temple) 

Iinois Hospital Association——December 
4-5; Springfield ‘(Abraham Lincoln 
Hotel) 

Kansas Hospital Association— November 
13-14; Hutchinson (Baker Hotel) 
Kentucky Hospital Association —— March 
31-April 2; Lexington (Phoenix Ho- 

tel) 

Lowisiana Hospital Association — Morch 
5-7; Baton Rouge (Bellemont Motor 
Hotel) 

Minnesota Hospital Association——Novem- 
ber 7; St. Paul (Lowry Hotel) 

Mississippi Hospital Association——Octo- 


ber 23-24; Jackson (Hotel Heidel- 
berg) 

Missouri Hospital Association ——Novem- 
ber 19-21; Kansas City (President 
Hotel 


Nebraska Hospital Association—— October 
23-24; Omaha (Sheraton-Fontenelle 
Hotel ) 

Oklahoma Hospital Association—Novem- 
ber 6-7; Oklahoma City (Skirvin Ho- 
tel) 

(Continued on page 122) 
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Still strong and comfortable 
affer many autfoclavings 


B.F.GOopRICH “Surgiderm” gloves 
continue to give good service even 
after a dozen autoclavings. The use of a 
specially-developed rubber compound 
makes this glove 36 per cent stronger 
than an ordinary surgical glove before 
use, 67 per cent stronger after ten ster- 
ilizations. Since these gloves stay 
stronger longer, they can be used more 
times, Cost less per Operation. 

The B.F.Goodrich “Surgiderm” 
glove is much softer than any regular 
rubber surgeons’ glove. Because it’s 
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B.EGoodrich 


more pliable, it takes less force to flex 
the fingers and hand, a tremendous 
factor in reducing operating ee 
The difference in comfort is so obvi- 
ous you can feel it just by putting this 
B. F.Goodrich glove on one hand and 
comparing it with any other rubber 
glove on your other hand. 

Some gloves being sold today are 
extra soft —or extra strong — or extra 
sensitive. But the only glove to com- 
bine all three of these benefits is the 
“Surgiderm"’ by B. F.Goodrich. While 


hospital and surgical supplies 


you might expect such a glove to be 
expensive, it actually costs no more 
than many standard brands now on 
the market. And it’s your most eco- 
nomical buy because it can be used 
for more operations. 

It is made in sizes from 6 to 10, is 
brown in color. Color markings and 
large numerals show sizes for fast, 
accurate — Sold by hospital sup- 
ply houses and surgical dealers every- 
where. Hospital and Surgical Supplies 
Dept., The B.F Goodrich Co., Akron 18, O. 
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ELECTRIC 
ADIUSTABLE- 
HEIGHT 

e Raises, lowers, at touch 
of a switch 

e Automatic stops at high 
and low positions 

e Powerful, safe, heavy- 
duty, lubricated motor, 
fully protected against 
thermal overload 

e Light, simple, clean 
drive mechanism 


a SHAMPAINE 


new carrom adjustable-height beds 


AT 
NEW 

LOW 

PRICES 


MANUAL 
ADJIUSTABLE- 
HEIGHT 


e Fingertip operation, 
even under heavy 
load 

e Smooth-running, 
ball-bearing crank 
mechanism 

@ Single crank for easy 
height adjustment 


Designed and engineered for superior performance at 
prices you can afford to pay! These two new Carrom 
beds can be set up as easily as conventional beds. Inde- 
structible ball-bearing pulleys assure smooth operation, 
posts are accurately machined for easy and noiseless 
height-adjustment. Additional quality features include 
corner posts that accommodate an irrigator rod and frac- 
ture frame, and heavy-duty, Trendelenberg-type spring 
to insure patient comfort. Birch wood end panels add a 
beautiful, home-like appearance. Choice of colors on end 
panels. Write for full details today. 


LUDINGTON, MICHIGAN 


arrorm industries inc. 


Offers a complete line of matching fine wood furniture 
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STOP 
“HOSPITAL STAPH” 
WITH 

ALBAMYCIN" 


THE UPJOMN BRAHO OF CRYSTALLINE NOVOBIOCIN SODIUM 
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Antibiotic-resistant strains of Staphylococcus are meeting their match 
in Albamycin. Because Albamycin shows no cross resistance with any 
commonly used antibiotic, it is dramatically effective against unyield- 
ing staphylococcal pneumonia or superinfections of pneumococcal 
pneumonia. 

Whether resistant staph is known or suspected, Albamycin is indicated. 


ADMINISTRATION AND DOSAGE: The dosage for adults is 500 mg. Albamycin adminis- 
tered intramuscularly or intravenously every 12 hours. As soon as the patient's condition 
permits, parenteral Albamycin should be replaced with oral Albamycin therapy. 
SUPPLIED: Available as 250 mg. capsules; syrup containing 125 mg. Albamycin per 
5 ec.;: and in the 500 mg. Mix-O-Vial.t 


The Upjohn Company, Kalamazoo, Michigan | Pi | 
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dersoft’ 


The same 

“softest ever’”’ 
KOTEX your patients 
use at home— 


except it'S a 
full 12 inches long 


. Softest ever exclusive Wondersoft cover- 
7 ing prevents chafing, won’t catch on 
sutures. 

Leakproof edges and greater absorb- 
ency of fluffy Cellucotton* filler mean 
greater protection, fewer pads per con- 
finement, less nurse time. 


Available in bulk, in individual pre-packs, 
and pre-packed with 4 Curity’ cotton balls. 


KOTEX 


MATERNITY PADS 


A Product of the Kimberly-Clark Corp. 


Distributed by 


Bauer « Black 


DIVISION OF THE KENDALL COMPANY 


*Reg. T.M. of the Kimberly lark Corp 
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Put automation into your laundry today with the rev- 
olutionary UNIPRESS ROTO-MATIC. This skill- 
fully engineered, single operator unit has all the auto- 
matic features necessary to give you unsurpassed gar- 
ment finishing both in quality and production in less 
floor space and with less labor. ROTO-MATIC consists 
of a revolving table mounted with multiples of the same 
press. As ROTO-MATIC automatically rotates at a 
given speed, the highly chromed heads of the presses 
automatically close and open in synchronized action 
allowing the operator to make the lays effortlessly while 


Be sure to see UNIPRESS ROTO-MATICS .. 
THERE'S A LOCAL UNIPRESS DISTRIBUTOR TO SERVE YOU 


oro. MATIC INSTALLATION AT 
| SPITAL, AKRON, OHIO 


Automation for Hospital Laundries 


is here TO DAY with the 


Rete-Matic fer 
ports of uniferms, pant 
legs, coat bodies, - 


EACH OPERATOR, WITH LESS EFFORT...MORE THAN DOUBLES HOURLY OUTPUT! 


. they pay for themselves out of direct savings! 


UNIPRESS* 


remaining in one position. The work is carried to her 
continually at a rate controlled by the machine. 


ROTO-MATIC is a UNIPRESS exclusive and a time- 
tried success. Hospitals all over the country tell us 
how ROTO-MATICS help them to eliminate unneces- 

sary handling and steps, to conserve valuable floor space 
and to reduce labor and operating costs. Names avail- 
able on request. Investigate UNIPRESS ROTO- 
MATICS for your laundry today. UNIPRESS 
LEADERSHIP PUTS YOU YEARS AHEAD. 


There are UNIPRESS Roto-Matic as well 
as UNIPRESS Stationary Presses to meet 
every hospital laundry pressing need. ‘Take 
advantage of the UNIPRESS Planning 
Service. Mail coupon today. 


THE UNIPRESS COMPANY 


2810 (B) Lyndole Avenve So., Minneapolis, Minn. 


THE UNIPRESS COMPANY 
2810 (8) Lyndale Avenve So., Minneapolis, Minn. 
{ ) Please send information and literature on the UNIPRESS 


ROTO-MATICS. 
Send information about UNIPRESS PRESSES for 
oi (type of pressing) 
Hospital 
FINISHING 
individual 
FASTER | 
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liquefies 
viscid 
mucus 


‘a Inaccessible accumula- | 

ad tions of viscid mucus _ 


in bronchial asthma, 
chronic bronchitis, 
sinusitis and rhinitis 
yield to the systemic 
liquefying action of 


crystallized chymotrypsin 
. 
in sodium chloride ! multiple dose 
injection for intra- ri vials with 5000 Armour 

muscularuse. [| Units per milliliter. 

' Stable for one year 

if refrigerated. 

DO NOT FREEZE! 


CHYMAR Aqueous— = 
a truly aqueous = 


ONE-VIAL preparation of 3 
In 5 cc. 


Also available: | Chymar in Oil 


systemic 


® 
AX THE ARMOUR LABORATORIES 4 DIVISION OF ARMOUR AND COMPANY «+ KANKAKEE, ILLINOIS 
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introducing the aultons 


Frederick R. Wolf reports on em- 
ployment patterns of nurses, in- 
cluding the 
length of serv- 
ice, type of 
service, and 
reasons for re- 
tirement in his 
article on p. 58. 
The author 
studied the em- 
ployment rec- 
ords of graduate 
nurses at Swed- 
ish Hospital 
School of Nursing, Minneapolis, 
for the period 1940-55. 

Mr. Wolf conducted this study 
while he was serving his adminis- 
trative residency at Swedish Hos- 
pital. He is currently administra- 
tor-consultant of the proposed 
Fort Worth (Tex.) Children’s Hos- 
pital. 

He received his bachelor of 
science degree and his master’s de- 
gree/ in hospital administration 


eT University of Minnesota. 


Herbert Notkin, M.D., discusses pres- 
ent-day public almshouses, which 
he feels are gradually changing 
into chronic disease hospitals, and 
subsequently forecasts the charac- 
teristics of these long-term hos- 
pitals of tomorrow (p. 45). 

Dr. Notkin is medical director 
of the County of Onondaga Depart- 
ment of Public Welfare and Ed- 
ward S. Van Duyn Memorial Hos- 
pital, Syracuse, N. Y. Prior to his 
New York appointments, he served 
as assistant chief of the Bureau of 
Medical Services and Hospitals of 
the Maryland State Department of 
Health (1950-54) and as medical 
director of the California Bureau 
of Vocational Rehabilitation (1947- 
50). During World War II he 
served as senior assistant surgeon, 
U. S. Public Health Service. 

Dr. Notkin currently serves as 
chairman of the medical care com- 
mittee, American Public Welfare 
Association. Last year he com- 
pleted a three-year term as a 
member of the governing coun- 
cil, American Public Health Asso- 
ciation. 


MR. WOLF 
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Dr. Notkin received the M.D. 
degree from the American Uni- 
versity of Beirut, Lebanon, and 
the master of public health de- 
gree from Harvard University. 

He is a fellow of the American 
Public Health Association and the 
American College of Preventive 
Medicine. 


Milton |. Roemer, M.D., concludes 
that prepaid physician’s care for 
home and office increases rather 
than decreases 
hospital utiliza- 
tion (p. 48). Dr. 
Roemer bases 
this statement 
on the utiliza- 
tion experience 
of Saskatche- 
wan’s compre- 
hensive health 
insurance plan. 

Dr. Roemer is 
well acquainted 
with Saskatchewan health insur- 
ance, having served as director of 
medical and hospital services for 
the province’s Department of Pub- 
lic Health from 1953-56. In August 
1957 he was appointed to his pres- 
ent position as director of research 
at Sloan Institute of Hospital Ad- 
ministration, Cornell University. 

Dr. Roemer has also served as 
director, Health Services Coordi- 
nation Study for the Council of 
Jewish Federations and Welfare 
Funds (1956-57) and as chief of 
the social and occupational health 
section, World Health Organization 
(1951-53). He has completed eight 
years of service with the U. S. 
Public Health Service. 

Dr. Roemer earned his M.D. de- 
gree at New York University Col- 
lege of Medicine and his master 
of public health degree at the Uni- 
versity of Michigan. He received 
his B.A. and M.A. degrees from 
Cornell University. 

A fellow of the American Pub- 
lic Health Association, Dr. Roemer 
served as chairman of the APHA 
medical care section during 1956- 
57. He is also a diplomate of the 
American Board of Preventive 
Medicine and Public Health. 


DR. ROEMER 


WHEN YOU 
STANDARDIZE 
ON THE 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 
and accurately—everywhere in 


the hospital. 


MAINTENANCE MEN 


find repairs minimized; re- 
placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 
for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER® 


W.A. BAUM coa.., Ino. 


COPIAGUE, L. N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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(FLEET)® 


PHOSPHO- SODA 


(FLEET)® 


Phospho-Soda (Fleet) is recognized as an effective laxative 
in the treatment of long term constipation or occasional costive 
distress . . . and as an intestinal cleansing 


agent prior to examination or surgery.;Each 


100 cc. contains 48 Gm. Sodium Biphosphate 
and 16 Gm. Sodium Phosphate. 


c.B. FLEET CO., iNC. 
Lynchburg, Virginia 


also makers of 


FLEET°CENEMA Disposable Unit 
OIL RETENTION ENEMA (FEED 
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BEFORE . AFTER 
AUTOCLAVING | AUTOCLAVING 


FOOLPROOF! 


Only high steam temperatures can bring out these tell-tale 
marks on “Scotch” Hospital Autoclave Tape No. 222 


You’re always sure with this tape! The special inks in ““Scorcn’”’ 
Hospital Autoclave Tape No. 222 can’t be accidentally acti- 
vated by sunlight or radiator heat or a dry air pocket in a 
faulty autoclave. Only correct levels of heat AN D moisture can 
make these distinctive diagonal markings appear... clearly 
visible across the room! Wouldn’t you feel safer with “Scotcn’”’ 
Brand in your hospital? 


WON'T POP LOOSE, leaves no stains 


or gummy residue. “Scotcn”’ 


Hospital Autoclave Tape No. 222 mG vs Par ow 
i with pom or ink. Hospital Tapes 


BRAND 


**SCOTOCH’’ 16 A REGISTEREO TRADEMARK FOR THE VE TAPES OF 3m CO., ST. PAUL 6, MINN. EXPORT: 99 PARK AVENUE, NEW TORK 16. CANADA: LONDON, ONTARIO, 


- ++ WHERE RESEARCH IS THE KEY TO TOMORROW “SSS 
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NEW Westinghouse 
AUTOFLEX 


Cuts Radiographic Set-Up Time Half 


: MAS timing plus full-range 1/60-second timing — 
2 reduces chance for human error when under ten- 
E sion—provides opportunity to increase patient 
a load—permits exploration of advanced techniques. 
E Ask your Westinghouse representative, or write: 
: Westinghouse Electric Corporation, X-ray De- 
partment, 2519 Wilkens Avenue, Baltimore 3, Md. 
J-08370 
: you CAN BE SURE...1F 17s Westinghouse 
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> WISCONSIN MEDICAL SOCIETY PRESI- 
DENT RESIGNS IN HEALTH PLAN DISPUTE 
—Dr. Jerome W. Fons, president 
of the State Medical Society of 
Wisconsin, resigned his office dur- 
ing a special meeting of the state 
group’s House of Delegates on 
Sept. 28. 

Dr. Fons’ action followed a 55-22 
vote in favor of a resolution bar- 
ring any county medical society 
in the state from sponsoring a 
health insurance plan outside its 
own area, without state society 
permission. 

The House resolution was the 
result of events which began in 
February when the state medical 
society decided to stop using Blue 
Cross as a sales and billing agent 
for the Wisconsin Physicians Serv- 
ice (Blue Shield plan serving all 
of Wisconsin except Milwaukee) 
and became completely independ- 
ent of Blue Cross. 

Surgical Care, the Blue Shield 
Plan of the Medical Society of 
Milwaukee County, continued to 
operate with Blue Cross and con- 
tinued to offer “package protec- 
tion” to its subscribers. Surgical 
Care then began marketing its 
version of Blue Shield in a 10 
county area and finally, in Au- 
gust, expanding ti cover the entire 
state, thus becoming a direct com- 
petitor of the state society Plan. 

Milwaukee’s medical society 
must stop selling its version of 
Blue Shield on a state-wide basis 
by Dec. 31 or face expulsion from 
the state society. Should the county 
group be expelled, the House 
stated, a rival county organization 
might have to be established. Some 
30 per cent of the state society’s 
income comes from the more than 
1100 doctors in Milwaukee County; 
there are approximately 4000 doc- 
tors in the state. 

Dr. S. A. Morton, president of 
the county society, stated that 
there is little likelihood that his 
group would amend its bylaws so 
that it would be prohibited from 
selling Blue Shield state-wide. 


REPORT FROM WASHINGTON—Sen. 
John F. Kennedy (D-Mass.) has 
asked the Senate Subcommittee on 
Labor to conduct a broad study, 
while Congress is in recess, re- 
garding the needs of older citizens. 
He has also framed what he has 
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termed a “10 Point Bill of Rights 
for Our Senior Citizens.” Details 
p. 98. 

@iIn the area of international 
health programs: 

—Sen. Hubert H. Humphrey 
(D-Minn.) has released informa- 
tion concerning an investigation 
which his subcommittee is under- 
taking. 

—Sen. Lister Hill (D-Ala.) has 
introduced a resolution to establish 
an international medical research 
program with an annual appropri- 
ation of $50 million. Details p. 98. 

®Definitions of various types of 
nursing home facilities have been 
drawn up by the Public Health 
Service, in order to standardize 
terminology. Details p. 100. 

® The federal Bureau of the 
Budget has developed a set of uni- 
form cost principles to be followed 
by institutions, including hospitals, 
which receive federal funds for 
health research projects. The pres- 
ent 15 per cent limit on overhead 
costs is not altered by the new 
principles. Details p. 100. 

® Under a recently enacted law, 
taxpayers eligible for a tax de- 
duction because of expenditures 
for education in 1954, but who 
were not able to meet the April 15, 
1958, deadline, now have until 
Nov. 3 to file another claim or ask 
that their claims be reconsidered 
(see HMOSPITALS, J.A.H.A., Sept. 1, 
p. 126). 


> NEW CONTRACTS WITH HIGHER PRE- 
MIUMS OFFERED IN OHIO—Blue Cross 
of Northeast Ohio has offered its 
subscribers a choice of: 

1. Limited coverage ($50 deduc- 
tible) at present subscriber rates. 

2. Existing 120-day basic con- 
tracts at higher rates. 

3. An entirely new plan of ex- 
tended health protection. 

Approval of the state insurance 
commissioner for the new program 
is being sought. Details p. 112. 


‘ AMA RELEASES INTERNSHIP, RESIDENCY 
sTaTistics—As of Sept. 1, 1957, 10,- 
198 internships, of 12,325 available 
in U.S. hospitals, were filled. Also 
on Sept. 1, 1957, 24,976 residencies, 
of 30,595 available in U.S. hospi- 
tals, were filled. These figures, con- 
tained in a report by the Ameri- 
can Medical Association carried in 
the association’s Journal of Oct. 4, 
show that there were 7746 intern 
and resident vacancies in United 
States hospitals on Sept. 1, 1957. 
Details p. 105. 


> HEALTH PLAN PROBLEMS STUDIED AT 
CONFERENCE—Enrollment and public 
relations functions of Blue Cross 
and Blue Shield Plans should be 
more closely allied. This was one 
of the conclusions reached by con- 
ferees at the Blue Cross-Blue 
Shield 1958 Enrollment and Public 
Relations conference. Details p. 108. 


> EMERGENCY ROOM PERSONNEL OFTEN 
INADEQUATELY TRAINED: DR. MASON— 
Too frequently hospital emergency 
rooms are poorly run places where 
inexperienced interns learn to put 
in stitches. This opinion was ex- 
pressed by Dr. Michael L. Mason, 
secretary of the American College 
of Surgeons, at the 18th annual 
meeting of the American Associa- 
tion for the Surgery of Trauma. 

The meeting was held Oct. 2-4 
in Chicago, prior to the 44th an- 
nual Clinical Congress of the 
American College of Surgeons, 
Oct. 6-10. 

Dr. Mason said: “equipment and 
supplies are lacking, personnel are 
not properly instructed, and too 
often the emergency room is 
looked upon as a sort of gratuitous 
training ground where the inex- 
perienced junior intern learns to 
put in stitches or to pump out the 
stomach of a suspect poison victim. 

“Whereas things in the emer- 
gency room often demand the most 
experienced and careful judgment 


Worth Quoting 


pital system .. 


1945. 


“. . . The constant upgrading of administrative abilities and leader- 
ship and the development of sound personnel and public relation 
practices may well determine the ultimate fate of our voluntary hos- 
."—Everett W. Jones, hospital consultant, at the National 
Board of Methodist Hospitals and Homes convention, Indianapolis, 
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possible to obtain, they are often 
left to the hands of the youngest 
and least experienced.” 

@*...We in the United States 
are falling behind in the race for 
medical manpower, month after 
month and year after year,” Sur- 
geon General Leroy E. Burney said 
at the ACS Clinical Congress. 

Calling on leaders in all phases 
of private and public life to pre- 
scribe national goals in medical 
education and ways to meet them 
the surgeon general said: “I am 
inviting a group of national lead- 
ers in medicine, education, and 
public affairs to serve as an ad- 


visory committee to the Public 
Health Service on medical educa- 
tion. I am asking this committee 
to answer the question—‘how shall 
the nation be supplied with ade- 
quate numbers of well qualified 
physicians?’ ”’ 

Dr. Burney said that medical 
schools must have more money if 
they are to produce enough gradu- 
ates to fill the 14,000 approved in- 
ternships in American hospitals, 
which he ‘sees as necessary to 
maintain the present ratio of 132 
physicians per 100,000 population 
(also see story p. 105). “The na- 
tion’s medical schools are rich in 


THE NEW KIDD 


INSTRUMENT RACK 
EVERY O. R. SUPERVISOR 
HAS BEEN WAITING FOR! 


Holds 60 to 75 artery 
forceps—conveniently 
sorted by type and 
size. Permits handy 
removal of instru- 
ments—one or several 


—without disturbing 


the others. 


Simplifies sorting 
and storing—before 
and after sterilization. 
Fosters proper steriliz- 
ing technique by hold- 
ing forceps with jaws 
open. Perforated tray 
bottom ensures 
thorough steam or gas 


penetration. 


A SIMPLE AND TIME-SAVING TECHNIQUE 


Sort and rack forceps as they are cleaned, slipping rings over the uprights 
to prevent unintentional falling out and to hold instruments open for 


thorough sterilization . .. Wrap and autoclave loaded rack .. . Store as 
sterile pack until meeded . . . Carry loaded rack to instrument table for 
use ... Note rack prevents forceps from touching table surface. 


Saves Space, Too! Holds maximum number of forceps in a minimum of 
space for rapid convenient selection during surgery. 
Sturdy, single unit construction—nothing to assemble or disassemble—tough 


stainless steel for daily heavy duty. 


Overall length is less than 1544 inches—fits 16” chamber. 


Each, $17.50 


330 South Honore Street 
Chicago 12, Illinois 


Dallas *« Houston * Los Angeles * Rochester, Minn. 


WELLER CO. 


ideas and traditions,” he said, “‘but 
dollar-poor in a period of rapid 
change and rising costs.” 


> SALARIES IN GEORGIA HOSPITALS RISE 
18 PER CENT IN 6 YEARS——-Exclusive 
‘of perquisites, salaries paid to hos- 
pital employees in Georgia have 
risen 18 per cent since 1952 to an 
average of $172 per month, or ap- 
proximately 90 cents per hour. 
This information was reported by 
the Georgia Hospital Association 
in its September newsletter. 

The association also reported 
that the average work week was 
cut by four hours, discounting part 
of the gain made in salaries. The 
Georgia Department of Labor re- 
ported that $1.54.was the average 
hourly wage paid to manufactur- 
ing workers in Georgia during the 
same month the hospitals were 
surveyed. 

Average gross salaries of reg- 
istered nurses in the 81 hospitals 
surveyed were $278-283, including 
the dollar values of any perqui- 
sites. Practical nurses were paid 
98 cents to $1.01 gross hourly sala- 
ries. Starting cash pay for practi- 
cal nurses in larger hospitals was 
$160 compared with $148 in the 
20-29 bed hospitals; because of a 
longer work week and perquisites 
in the smaller hospitals, however, 
practical nurses in the smaller 
hospitals had the highest gross 
monthly pay ($195). 

In 1958, in the larger Georgia, 
hospitals nurse anesthetists earned 
average monthly gross salaries of 
$507 (42-hour work week), com- 
pared with $353 per month in the 
same size hospitals during 1952 
(44-hour week). Nurse anesthe- 
tist salaries were fairly uniform 
in hospitals of all sizes, gross av- 
erages ranging from $500 to $550. 
In the 20-29 bed category, the 
average was nearer $400, however, 
the association stated. 

In the smaller hospitals of the 
state it was found that 86 per cent 
have a policy of paid sick leave 
for their employees, compared with 
44 per cent in 1952. More than 80 
per cent of all the hospitals sur- 
veyed were under social security. 
More than half of the reporting 
hospitals stated that they had 
written personnel policies. 

It was also learned during the 
survey that 16 per cent of the re- 
ported need for registered nurses 
in the state was unmet. The num- 
ber needed is 300, the same num- 
ber (the Georgia Hospital Associ- 
ation pointed out) as graduate in 
a single year from the hospital 
schools of nursing in the state. 
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WOODRIDGE... by 


Designed to make patient rooms cheerful, restful, relaxing... 
Woopripce, by Royal combines the warmth of wood with 
sturdy steel inner construction for beauty, efheciency and dura- 
bility. Attractive Finnish Birch or American Walnut plywood 


panels and virtually indestructible Royaloid tops are individ- 


Write for information and literature to: 


ROYAL METAL MANUFACTURING COMPANY 
One Park Avenue, New York 16, Dept. 7-J 


world’s most advanced hospital furniture 


ually replaceable for simplified maintenance. Drawers have 
nylon runners and glides, all-metal interiors ... never warp or 
stick. Responsive Royal Hi-Lo Bed raises from 18" to 27° in 
seconds. Elevates at either end or both. Trendelenburg position 


in 10 seconds, Fowler position in 25 seconds, 


; Please send me descriptive literature and full information 
: on Royal Woodridge patient room furniture. 
Name 
Hospital 
Address. 
City Zone State 
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Volunteers ‘pitch in’ in this disaster program 


7] WAS A wet night for a “dry 
run” disaster drill. 

In spite of the rain, however, 
and without the shrieking of a 
single siren, 17 “patients” were 
admitted to the emergency center 
of St. Catherine’s Hospital (Ke- 
nosha, Wis.) by the hospital’s vol- 
unteers. This was done without 
causing a ripple of concern among 
the regular patients, visitors, or 
new patients being admitted in the 
regular manner. 

Those who participated in the 
drill—Senior Girl Scouts, women 
of the local service aid corps and 
members of the hospital’s auxil- 
iary—all demonstrated the ability 
to help in an emergency. 

The disaster drill for volunteers 
was part of the hospital’s disaster 
preparedness program. Several 
months ago when the Sisters of 
St. Catherine’s were planning their 
disaster program the volunteers 
offered their services. Several 
departments needed more help— 
transportation, admitting, recep- 
tionist and guides, dietary, laun- 
dry, x-ray, and taking care of 
relatives. Auxiliary members were 
asked to sign up for the area in 
which they felt they could be most 
useful. 

Both the hospital and auxiliary 
were grateful when the Kenosha 
Service Aid Corp also offered to 
help. These Red Cross trained 
nursing aides were assigned the 
tasks of moving and caring for 
patients who needed not only will- 
ing but expert handling. Senior 
Girl Scouts volunteered to act as 
patients during the drill. 

The “disaster” was designated 
as a train wreck. Patients were 
picked up along the railroad tracks 
in various stages of injury. The 
girls had met in a dismal section 


Mrs. H. Hasenberg is past president of 
St. Catherine’s Hospital Auxiliary, Ke- 
nosha, Wis. 
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by MRS. H. HASENBERG 


along the tracks and were given 
tickets noting the type of injury 
they were supposed to have sus- 
tained. The imaginary injuries 
ranged from bruises and bleeding 
to broken arms, legs and wrists, 
possible skull fractures and pelvic 
injuries and even one fatality. All 
casualties were transported to the 
hospital by auxiliary women who 
had signed up for transportation 
duty. As the cars and station wag- 
ons arrived at the hospital emer- 
gency entrance they were met by 
the Sisters of St. Dominic who, for 
the occasion, were taking the place 
of the medical staff. 

In the emergency center, patients 
were Classified by injuries after a 
brief examination. Nursing Aide 
Corp members helped the patients 
onto stretchers or wheel chairs. 
Admitting clerks of the auxiliary 
wrote out disaster tags giving the 
patient’s name, address, age and 
diagnosis. If the patient was in a 
state of shock or unconscious, wal- 
lets or billfolds were searched to 
help in identification. Disaster tags 
were in three different colors: red 
for serious bleeding, shock, con- 
cussion and fracture of the skull, 
compound fractures and simple 
fractures; yellow for lacerations: 
white for hysteria and bruises. 
The tag was made out in duplicate 
and a copy attached to the patient 
who was then wheeled or helped 
to the x-ray department, to the 
cast room, etc. Less seriously in- 
jured patients were cared for by 
an aide until dismissed or assigned 
a room for treatment. 

In the x-ray room, volunteers 
assisted the technician by holding 
patients in proper position during 
the procedure. X-rays were de- 
veloped immediately, then given 


to the doctor who recommended 
further treatment. 

In the meantime the admitting 
office had sent to the emergency 
room a list of available rooms. 
These were assigned to the patients 
after emergency treatment or di- 
agnosis. Volunteers learned now to 
handle unwieldy stretcher carts 
to avoid further shock or injury 
to the patients; how to move 
stretcher and wheel chair patients 
in and out of elevators; how to 
apply clamps to a patient “in 
shock”” (whose head was lowered 
and feet elevated) so she would 
not slip off the stretcher cart. 
Other workers were sitting with 
patients waiting for casts to be 
applied, and some were in the at- 
tic bringing down additional beds 
and mattresses. 

In central supply, volunteers 
were learning about the index sys- 
tem for locating medications, nee- 
dies and other supplies to fill the 
trays which would be needed in 
many sections of the hospital. They 
were learning where the tanks of 
oxygen were stored and the neces- 
sary ingredients for intravenous 
solutions. Some of the ladies served 
in this department during normal 
activity of the hospital so they 
would be adept in their duties. 

Not all the women who signed 
up to help in the disaster program 
were asked to report that evening. 
Those who registered as kitchen 
and laundry helpers, and as recep- 
tionists, clerks and guides did not 
take part in this initial practice. 

In a second disaster drill, the as- 
sistance of doctors, police, firemen, 
and ambulance drivers was en- 
listed to help handle the seriously 
wounded. This initial disaster drill 
was aimed at giving the auxiliary 
members, who were completely 
new at this type of work, the op- 
portunity to practice their duties. ® 
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Saves personnel time and trouble — makes 
linen handling a fast, efficient operation! 


Here at last is a truly modern, time- 
saving bag-—.no ropes, tapes, or ties 
of any kind to fumble with. Result: 
nurses and attendants can now speed 
through linen handling chores effi- 
ciently — spend more time on im- 
portant, productive duties. 


Hartford Self-closing Ropeless Bags 
speed up operations in the laundry 
room, too. Sorters no longer have to 
struggle over stubborn, soggy knots. 
No ropes to cut—no grommets to 
repair. The bag’s full-width opening 
lets linen fall out freely. 


Wherever they're used, these sturdy 
ropeless, grommetiess bags not only 
save time, but hundreds of dollars 
a year in maintenance costs, too. 
Their self-closing design seals soiled 
linen in — prevents damage, reduces 
cross-infection during transit. For de- 
tails, ask your dealer or write: 
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To close bag, nurse simply slides 
hands under flap. Grabs loops 
and pulls arms up. Wide flap 
slips over top, sealing linen in. 


Bag slips onto hamper easily. 
Full 12-inch fold holds it on 
rim without ropes or tapes. Can 
be used on back of chair, too. 


Ask your dealer about our FREE HAMPER STAND OFFER! 
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Here's What You do When You Receive K: 
Your free “FIRST” test kit will contain a 
bottle of “FIRST” Antiseptic Liquid Deter- 
gent, pre-mixed with plain tap water in the 
dilution needed for stripping germ-harboring, 
discoloring film from floors. Pour contents on 
your floor. Allow it to soak for 3 to 5 minutes. 
“FIRST”.does the work that scrubbing and 
rubbing, or even harsh chemicals cannot do. 
Then simply * up the solution with the 
sponge provided. 


Here's What You'll Discover : 


Hidden dirt will be stripped away, exposing 


the original color and texture of your floor. 
Your floor will be left 100% clean... effort- 
lessly ... quickly... absolutely: There’s no 


unpleasant after-smell. Odors and bacteria 
have been killed on contact. 


When, you make this easy teat you'll sce how 
“first” Gives You 3 BIG Savings... 


Mail us the coupon below for your free trial sample 
of “FIRST, the antiseptic liquid detergent that cleans, 
deodorizes and sanitizes in one operation! 

Concentrated ‘‘first’’ is low in initial cost... goes further 


FREE T t Kit to test ‘FIRST’ Antiseptic Liquid ... Ceans better. 
es I Detergent on your own floors! 
| yourssll, ca your own “first” reduces labor costs. No rubbing, no scrubbing. No 

: floors. Let us send you a free : : 
| “FIRST” Test Kit, so you can see | need to go over floors twice. Labor costs are cut—drasticoally! 
for yourself how “FIRST” removes 

discoloring, germ-harboring soap- “ 

| film, dirt and scum. No obligation | You won't need costly special’ heap abrasives, deodor- 
iB to buy. | ants, harsh chemicals and specific “Germ-killers’’ take up 
valuable storage space. ‘first’ does a// the jobs they try 
to d ith ONE product in ONE operation. 
Street 
Ree bee cee Your test will prove we're stating plain facts about this remarkable cleaner. 
| Cc Tone State | Mail the coupon today. Your free trial sample of ‘FIRST’ will be rushed to you 
without obligation. Make the test—you'll always use ‘FIRST’ for your floors. 


© Pictt & Smillie Chemicals, Inc., St. Lovis, Mo. 


Fiatt ond Smillie CHEMICALS, INC. 


2322 OLIVE ST. 924 CENTER ST. 
ST. LOUIS 3, MO. SAN CARLOS CALIF, 
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KENNETH 8B. BABCOCK, M.D. 


What special problems arise from 
the fact that trustees are legally re- 
sponsible for all medical staff ap- 
pointments but are not qualified to 
appraise professional competence? 


There is no special problem. 
Trustees delegate this responsibil- 
ity to the medical staff. At the same 
time they make sure that the 
medical staff in assuming this re- 
sponsibility exercises ordinary and 
due care. The medical staff makes 
appointment recommendations to 
the board of trustees and the board 
in turn reviews these recommen- 
dations and makes the final deci- 
sion. 

If there is a question, the ameni- 
ties should be observed and joint 
staff and board committees should 
sit down together and talk the 
matter over. The board of trus- 
tees is the ultimate authority. 


In your writings you frequently 
mention the words “house officer”. 
Please define or give the Joint Com- 
mission's interpretation of house of- 
ficer. 


In the Commission’s interpreta- 
tion, house officers are individuals, 
such as medical students (externs), 
interns, residents and nonlicensed 
physicians, working or being em- 
ployed in a hospital in some aspect 
of patient care. In quite a few 
states the term includes only in- 
terns and residents. 

House officer is not too good a 
term and each individual category, 
such as extern, intern, etc., should 
be mentioned. 


Our attending staff physicians ob- 
ject to signing or authenticating the 
interns’ or residents’ histories and 
physicals. They claim it might be held 
against them. Why does the Joint 
Commission require it? 


The Joint Commission states in 
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its standards and many other writ- 
ings: “In hospitals with house offi- 
cers (externs, interns, residents, 
etc.) the attending physician 
should edit, correct or amend and 
countersign at least the history, 
physical examination and sum- 
mary written by the house officer.” 
This requirement was made for 
two reasons. First, the house offi- 
cer’s years are learning years. If 
a hospital medical staff does not 
supervise by reading, amending, 
criticizing and authenticating these 
documents of the ‘house officer, 
they are not living up to their re- 
sponsibilities and are plainly guilty 
of exploitation. In the booklet, Es- 
sentials of An Approved Intern- 
ship, the American Medical Asso- 
ciation states the same thing in 
very similar language. 

The physician’s argument in this 
matter is fallacious. If the history 
and physical is incorrect, it should 
be corrected immediately or it Is 
an injustice against the patient. 
Let us suppose a chart is produced 
in court two years after the hos- 
pital admission in which the in- 
tern in writing said one thing at 
the time, and the doctor two years 
later says in court, “I believe, or 
if my memory serves me right, 
that it was not as was written but 
this way - -” Nine times out of 
ten the court will accept the writ- 
ten word as the truth, whether it 
was or not. The doctor, by reading, 
amending and authenticating the 
chart, is protecting himself to a 
far greater extent than he would 
by not doing it, let alone carry out 
his teaching responsibility. 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 


have now produced a New Product that has 
revolutionized cleaning—‘“‘temperature engi- 
neered” “FIRST” Antiseptic Liquid Deter- 
gent. 


In one simple operation ... by simply mop- 
ping “FIRST” on the floor...you thor- 
oughly clean, sanitize, and deodorize. 
“FIRST” Antiseptic Liquid Detergent is safe 
to use on all types of floor surfaces. Any 
surface not harmed by mild hand soap and 
water is safe to “FIRST’”’. 


Independent Laboratory Fests... 


prove “FIRST” kills on contact Staphylo- 
coccus Aureus, Streptococcus Hemolyticus, 
Mycobacterium Tuberculosis, Escherichia 
Coli, Eberthella Typhosa, Psuedomonas 
Aeruginosa plus other gram positive and 
gram negative bacteria, as well as fungi. 
For maximum initial and residthal germicid- 
al-tungicidal activity, “FIRST” contains 
“Santophen 1.”"* 


“FIRST” Antiseptic Liquid Detergent Activity 
Specifications: 


DETERGENT, Liquid, Synthetic Organic, Ani- 
onic, Germicidal-Fungicidal 


7.7% 

3.3% 

Phenolic Compound. 

(Ortho-Benzy!-Pora Chiorophenol) .......... 2.2% 
13.5% 


Hospitals and Fmatitutions . . . 


throughout the United States find “FIRST” 
particularly effective in Operating Rooms 
on Conductive Floors to maintain maximum 
conductivity as well as antisepsis. “FIRST” 
Antiseptic Liquid Detergent is also used in 
other infection sensitive areas of hospitals 
such as Obstetric Rooms, Isolation W ards, 
and Nurseries to reduce the hazards of 
Nosocomial Infections. 


No scrubbing machine can match the power of 
“FIRST” when it comes to cleaning. An over- 
statement? All we ask is that you try a free 
“FIRST” Test Kit on your floor even after it has 
been scrubbed with a machine. Send in the 
coupon on the opposite page today! 


*Orthe - Benzy!-Para-Chiorophenol, registered trade mark 
“Santophen |" by Monsanto Chemical Company. 
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Continuing research 


has proved 


new air purification system 


for hospitals 


effective new technique 


An effective new technique— 
positive air purification by Kathabar 
Systems—gives hospitals a potent 
weapon in their running battle against 
pathogenic organisms. 

The quantitative removal of bacteria 
by Kathabar Systems has been estab- 
lished in over 4 years of tests by the 
Research Foundation of the University 
of Toledo, using instrumentation which 
is 99% effective in air sampling. 

These tests show that Kathabar 
equipment removes 97% of all air- 
borne micro-organisms in the con- 
tacted air stream. Applicability of this 
equipment has been proved in over 10 
years of use by food and pharmaceuti- 
cal plants and in comfort installations. 


limits bacteria population 


The continuous removal of 97% of 
the organisms entering a Kathabar 
unit has been confirmed by actual hos- 
pital readings. This means that a 
Kathabar System can guarantee that 
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not more than 5 organisms per 10 
cubic feet can enter an operating 
room. Test readings, as close as 6 
inches to open wounds, have shown an 
average pick-up of less than 5 organ- 
isms per 10 cubic feet. 

Added to its bactericidal efficiency, 
a Kathabar System will provide desired 
cooling for a hospital operating suite, 
when supplied with refrigeration en- 
ergy. It will humidify or dehumidify 
as required. 


new hospital specifications 


These facts indicate that, with a 
Kathabar System, a hospital can 
specify the following conditions for its 
operating suites: 

1. Temperature: to be controlled at 
72-76° F. 

2. Humidity: to be maintained at a 
minimum of 55% RH. 

3. Micro-organisms: rooms to be 
maintained at a maximum of 10 organ- 
isms per 10 cubic feet (as measured by 
the 99% efficient all-glass impinger). 

A Kathabar System is not depend- 


Kathabar systems by 


ent on filtering, nor is it an aerosol. 
It simply washes the air with a germi- 
cidal solution totally contained within 
the unit. Micro-organisms are en- 
trapped in the solution by impingement 
on the contact surfaces. 


odorless, stable, constant 


The solution itself is odorless and 
non-volatile. Its effectiveness is con- 
stant, regardless of age or whether the 
unit is humidifying or dehumidifying. 

Kathabar Systems are completely 
automatic and continuous. They are 
available for both operating room and 
complete hospital air purification. 


how can you obtain more data? 


Write to Surface Combustion 
Corporation for full information. 

Ask your hospital architect and con- 
sulting engineer to investigate. 


AIR CONDITIONING & DRYING DIVISION 
SURFACE COMBUSTION CORPORATION, 
2388 Dorr Street, Toledo 1, Ohio. 
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now... 


added 
urinary tract 
infections... 
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ROBIOTIC 


provide: 


¢ the proven antibiotic of choice in urinary tract 
infections—Terramycin® (oxytetracycline) 


* enhanced absorption with glucosamine potentiation 


* chemotherapeutic action of sulfamethizole—the 
sulfonamide of choice 


* prompt and effective local analgesia and relief of 
urinary symptoms with phenylazo-diamino-pyridine. 


UROBIOTIC CAPSULES are especially valuable in the treatment o* 
mixed urinary infections and infections caused by bacteria 
more sensitive to the combination than to either component 


alone. 
Each UROBIOTIC CAPSULE contains: = aererences: Bourque, J. P., and Joyal, J.: A Clinical Study of a New Sulfonamide 
Cosa-Terramycin 125 mg. in the Treatment of Urinary Infections, Canad. M. A. J. 68:337, 1953. Traften, H. M., 


and Lind, H. E.: Urinary Infections, Clinical and Bacteriological Cure with 


(oxytetracycline HCI with glucosamine) ' 
Terramycin, J. Urol. 69:315, 1953. Musselman, M. M.: Terramycin, Antibiotics 


ym Monographs No. 6, New York, Medical Encyclopedia, Inc., 1956. Longley, J. R. 
graphs No. 6, New York, ica yc ia, Inc., Rs 
Oxytetracycline Therapy in Surgery and Infections of the Urinary Tract, 
Supply: Urobiotic Capsules, bottles of 50. Antibiotics Annual 1955-1956, New York, Medical Encyclopedia, inc., 1956, p. 358. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


*Trademark 
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It’s admittedly difficult—but nonetheless necessary—to attack the new 
cross-infection problem. A return to an “old-fashioned” preventative 
program, assisted by modern sanitation products, is a proven solution 
to this problem. These aseptic procedures should include the entire 
hospital as well as surgical suites, nurseries and isolation areas. 


Despite the efficiency of good air-conditioning equipment, a high 
percentage of pathogens, including drug-resistant staphylococcus, 
remain air-suspended in surgery and throughout other hospital areas. 
A majority of these pathogens settle on various surfaces—principally 
the floor. Unless destroyed, air movements redisperse them into the air. 


Regular use of the clinically proven disinfectant, STAPHENE® or 
disinfectant-detergent 9 rm! on floors and other exposed 


surfaces destroy these bacteria . . . greatly reduce cross-infection hazarlje~ 


ngthen your aseptic chain...Now 


STAPHENE and VESPHENE are all-purpose, non-selective phenolic 
disinfectants. They kill staphylococcus, enteric and respiratory 
pathogens and fungi even in the presence of organic matter . . . they 
destroy tubercle bacilli in the presence of large masses of sputa. 


The difference between STAPHENE and VESPHENE is in detergency. 
VESPHENE is capable of heavy soil removal as it disinfects. 
STAPHENE is a high concentrate disinfectant for use where light soil 
removal is required. A 14% dilution of STAPHENE (1:200) is 
sufficient for general disinfection. Both STAPHENE and VESPHENE 
are practically odorless. They are tailored to fit into any hospital 
sanitation program .. . and with no more effort than normally 
employed for cleaning. 


The surgical wash is a vital link in the aseptic chain. The transmission 
of pathogens by the hands is too easily accomplished unless bacterial 
skin count is kept at a minimal level. SEPTISOL®, the original 
hexachlorophene surgical soap, does this. The simplified SEPTISOL 
brushless scrub is a proven technique that gives optimum protection. 


The incision area is another potential source of infection. Prepping 
the patient’s skin with SEPTISOL is a clinically proven procedure. 


A surgical soap of choice should have the capacity to free itself of 
bacterial contamination, if exposed. SEPTISOL has proven self 
sterilizing power. 


SEPTISOL, STAPHENE, and VESPHENE are concentrates, making 
them economical in use dilutions. Each one is formulated to perform 
a specific task. They are products that will STRENGTHEN YOUR 
ASEPTIC CHAIN. 


For additional informatign on how STAPHENE, SEPTISOL and 
VESPHENE can provide effective environmental sanitation for your 
hospital, consult your local Vestal representative or write: 


VESTAL LABORATORIES INCORPORATED 


Pharmaceutical Division 


4963 MANCHESTER AVE. 
ST. LOVIS 10, MISSOURI 


JERSEY CITY, NEW JERSEY 


MODESTO, CALIFORNIA 
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these rigid specifications are 


BASIC BARDEX 


for perfected performance 


- 


Peet placed and sized in strong, reinforced a 
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wy the standard of thaw BARDEX. 


Of vital importance to hospital and patient is your specification of 


a 


in the durable, easy-to-open package 
that affords guaranteed protection... fo! 


a 


ready for instant use without processing or autoclaving 
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| gD Tip Not too short, not too long. Just right to ease insertion, 
PR 
EYE 
| | | 
| 
| | SHA. that means easy insertion, maximum dramage, and a 
| minimum of pagent discomfort 
| 
7 Easily punctured, self-sealing and always secure. Of 
| specially compounded crepe latex, with long ridged 
| | side-walls, and cemented in inflation tube 
: | | SIZE Permanently shown by color patch. Identity not lost in 
autoclaving. 
| 
| ell you 
A | | 
| | 
BARDEX® FOLEY CATHETERS 
/ 
// 
: | ; More widely used throughout the world... 
than all other brands combined. 
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service from headguantens 


Hospital monograph series 


We have received the Association’s 
“automatic-mail-on publication” no- 
tice for the Hospital Monograph 
Series. 


We would appreciate additional in- 
formation as to what the Hospital 
Monograph Series consists of, and 
also the cost per publication. 


The monograph series née been 
described in various AHA /publi- 
cations. 

The monograph series Was_ini- 
tiated early this year to provide an 
avenue of publication for lengthy 
or detailed discussions, such as re- 
search reports, in the hospital 
field. There was no such method 
for publication of such material in 
our field previously. 

The Association has published 
four of the monographs already. 
They are: 

No. 1 Hospitals and the corpo- 
rate practice of medicine, $2.50; 
No. 2 Modernization needs in ex- 
isting hospital buildings, (mailed 
as a membership service) $2; No. 
3 Prepaid medical care and hos- 
pital utilization, $2.50; No. 4 Ef- 
fect of nursing staffing on satis- 
factions with nursing care, $2.50. 

—J. E. H. 


Construction bond issue 


Does the American Hospital Asso- 
ciation have a kit or package of ma- 
terial available which would give point- 
ers in conducting a county-wide bond 
issue for the construction of a new 


hospital? 


We do not have such a kit avail- 
able. The following suggestions, 
however, may be helpful. 

To get a vote passed, it is neces- 
sary to gain the confidence of the 
voting public and then to motivate 
them to take an active step in re- 
cording their vote. To gain their 
confidence, they must know all 
about the hospital—who is on its 
medical staff, how many personnel 
are employed in the hospital, how 
many operations have been per- 
formed in the past year, how many 


The answers to these quéstions should not be con- 
strued as being legal advice. Hospitals with legal 
problems ore advised to consult their own attorneys. 
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babies have been Horh, how regu- 
larly the board has met and 
whether the project has the ap- 
proval of the state health depart- 
ment and the state hospital asso- 
ciation. If no hospital has existed 
before, it must be demonstrated 
that the hospital is truly needed 
in the area. This can be accom- 
plished by inquiring from the pro- 
posed medical staff how many hos- 
pital cases they had to send to 
hospitals located elsewhere during 
the past year, including the num- 
ber of babies that would have been 


born in the hospital had it existed. 


Some indication of what the hos- 
pital will cost to build and what 
it will cost to operate should be 
given. In 1957, the average cost of 
hospital construction reported by 
the Public Health Service was 
$17,000 per bed and the average 
cost of operation of a hospital per 
annum was roughly $6500 per bed. 
The public will need to know how 
much of this will be added to the 
taxes on an annual basis and how 
much will be paid for directly by 
Blue Cross or by patients who pay 
their own bills. 

Finally, it would be helpful to 
site one or more specific examples 
in which the existence of a hos- 
pital in your community would 
have been influential in saving a 
patient’s life. Human interest sto- 
ries of this type are most helpful 
in securing positive action from 
voters.—HIRAM SIBLEY 


Hospital literature index 


We have become aware of the 
wealth of fine material to be found 
in your Journal. Do you have indices 
avaliable for purchase which cover the 
past five years? 


The American Hospital Associ- 
ation publishes the Cumulative In- 
dex which is an author-subject 
index of articles which have ap- 
peared in hospital periodical litera- 
ture, including HOSPITALS, J.A.H.A., 
covering a five year period of 
1945-50. The cost for the issue is 
$6. 

The Hospital Literature Indez is 
another publication which is pub- 
lished in September and March, 
each issue containing a six-month 


index. Volume 13, Number 1 and 
2 for the complete year of 1957 
and Volume 14, Number 1, 1958 
(Number 2 will be ready in March, 
1959) are now available. Subscrip- 


tion cost for this service is $5. 


There is also an index in the 
last number of the Journal each 
year, listing all the material which 
appeared during the year. 

—DorROTHY HELLER 


Pathology reports 


We would like to have an opinion 
on a relatively minor administrative 
point. Not infrequently a patient will 
have been dismissed from the hospital 
at the time that the surgical pathology 
report is ready to be placed on the pa- 
tient’s record. In such cases, the pa- 
tient’s chart may have reached the rec- 
ord room. Who should do the filing 
in such cases—the laboratory or the 
record room personnel? 


It is customary in cases such as 
this to have the report sent di- 
rectly to the medical record de- 
partment, where it is filed on the 
chart by record department per- 
sonnel. 

It is generally considered to be 
wasteful of total personnel time 
to place such responsibilities on 
laboratory personnel, who would 
have to seek the assistance of the 
record room personnel to obtain 
the chart in order to affix the ad- 
ditional report. 

—HELEN D. MCGUIRE 


All patients must have 
complete medical history 
Must a medical history be kept on 
patients hospitalized for the short 
period of 24 to 48 hours? 

All patients admitted to the 
hospital must have a complete 
medical history. The question is 
not whether a history should be 
completed or not, but the question 
is whether a short form or the 
complete long form history should 
be used. 

I reiterate that all patients ad- 
mitted to the hospital must have 
a complete history. Those patients 
which need only have aé short 
form are those such as held over- 
night for observation, or for minor 
procedure such as T & A, cystos- 
copy, etc.—J. R. ANbDERSON, M.D. 
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Before sutures 
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1. BASIC PRICES OF GUDEBROD non- aa 
absorbable sutures have not changed since 1946. 
2. Real economy can be achieved by steri- 4 
lizing sutures purchased in bulk (in spools) in- re: | 
stead of expensive fancy packages. ti 


3. Your silk-using surgeons know the superior 
handling qualities and greater strength after 
sterilization of Gudebrod Cerethermic Finish. 


4. Your O.R. team appreciates the conven- 
ience of Gudebrod sutures. 


5. Champion Serum-Proof Silk and Hand- 
Craft cotton are available in many ‘“‘conven- 


ience’’ packages as well as spools. 
Check your delivered prices. And — for economy, E 
convenience and satisfaction, you'll buy Gudebrod. x 


Gudebrod 


GUDEBROD BROS. SILK CO., INC. 
Surgical Division: 225 West 34th Street, New York 1, New York 
Executive Offices: 12 South 12th Street, Philadelphia 7, Penna. 
CHICAGO BOSTON LOS ANGELES 
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To provide every advantage for the new-born or premature infant... 


the NEW 


infant incubator by 


e True isolation 

e Ease of cleaning 

e Precise control of environment 
e Unique O>-limiting valve 

Removable power unit 


e Molded plastic entry ports 


The new model C-77 Isolette infant incubator 
has been designed to provide many im- 
portant new features while retaining all the 
precise atmospheric controls of the earlier 
model. In addition all ISOLETTE accessories— 
the VAPOJETTE®, ISOLETTE ROCKER, and 
weighing scale—fit the new C-77 ISOLETTE. 


AIR -SHTIELDS, INC. 


THE NEWLY DESIGNED ISOLETTE infant incubator (Model C-77) retains and refines all the outstanding advantages of 


the earlier model, and provides many important new features as well: a 


True isolation—(1) by use of air from outside the hospital 
or, (2) by use of the new MicrRoO-FILTER which removes 
99.50% of contaminants as small as 0.5 micron (average 
staphylococcus is 0.8 micron* ) from nursery air. Thus, 
a constant supply of pathogen-free air from outside the 
hospital, or micro-filtered nursery air ‘safeguards the 
infant from air-borne or droplet infection. 


Easily cleaned—one-piece, smooth aluminum condition- 
ing chamber, with rounded inside corners—no inaccessi- 
ble areas to become contaminated with bacteria. 


Relative humidity control—simple to operate and easy 
to clean—maintains stable R.H. as high as 85% to 
100% , independent of temperature. 


Temperature control within + | F. 


Efficient cooling system ensures safe incubator tempera- 
tures even when nursery temperature exceeds 95'F. 
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Unique 0O:-limiting valve—restricts concentration to 
40% even when high flows are used by unique “relief” 
valve which bleeds excess oxygen outside the ISOLETTE. 


Low or high concentrations can also be maintained. 


Removable power unit—compact, lightweight power 
unit containing heating element, operating and safety 
thermostats, and air-circulating blower fits snugly 
beneath conditioning chamber. The new power unit is 
easily removed for replacement of parts. 


For additional information about the new, model C-77 
IsOLETTE, phone us collect (OSborne 5-5200) or write 
Air-SHIELDS, INc., Hatboro, Pa. In Canada: 8 Ripley 
Avenue, Toronto 3, Ont. Roger 6-5444. 


*Zinsser, H.: Bacteriology, ed. 11, New York, D. Appleton- 
Century Company, Inc. 1957, p. 244. 
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everything 
for the 


Nuclear 
Laboratory 


fT 


DECADE SCALERS RATEMETERS 


| 
| 
| 


by the trained Picker national Service Organization with local Saies™ 


MOBILE ACCESSORIES 


AND SUNDRIE 
PROBESTANDS UN Mobile Picker Probestand 


with Scaler and 
High Voltage Supply 


Get the story from your local Picker man. 
There’s probably a Picker District office 
near you (see local ‘phone book) or write 
Picker X-Ray Corporation, 25 South 
Broadway, White Plains, New York, 
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This hallmark is dependable assurance of fine 
WELL COUNTERS SCINTILLATION PROBES HIGH VOLTAGE SUPPLIES SCINTILLATION SCANNERS ae 
advanced-design instrumentation, soundly made, and backstopped 
RECORDERS SURVEY METERS FOCUSING COLLIMATORS SPECTROMETERS G 
cont 
5 
and Service facilities everywhere — 


When surgery, fever and other debilitating conditions increase the patient’s requirements 


for B complex plus C, Berocca-C provides a balanced comprehensive formula in a stable 


injectable fom READY FOR IMMEDIATE USE. 


Berocca-C is time eine: for IT MAY BE ADDED TO INFUSION 


FLUIDS, or given by intramuscular or slow intravenous injection; it comes in labor- 


saving “color-break” ampuls; and IT IS ECONOMICAL. 


Supplied: Berocca-C, 2-cc ampuls, 20-cc vials. 

Berocca-C 500, duplex ampul packages, boxes of 50. 
Each 2-cc ampul of Berocca-C contains thiamine HCI 10 mg, riboflavin 10 mg, niacinamide 80 mg, 
pyridoxine HCl 20 mg, d-panthenol 20 mg, d-biotin 0.2 mg and ascorbic acid 100 mg. When higher 
amounts of vitamin C are desired, use the Berocca-C 500 duplex package containing a 2-cc ampul of 


Berocca-C plus an additional 2-cc ampul of vitamin C injectable 400 mg. 


ROCHE LABORATORIES 


DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10 ¢ N. J. 


BEROCCA'’-C ino 
BEROCCA’-C 500 
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editorial notes 


—the horse and the cart 


A welcome reaction to the tell- 
ing of the hospital story would be: 
“I don’t see how you can give us 
so much and yet charge us so lit- 
tle’ or, even better, “why don’t 
you charge us more and give us 
more.” 

We know of no cost-beleaguered 
administrator whose life has been 
made happier by such a comment. 
And the fault lies to some extent 
with all of us. Service underlies 
cost but when we talk about costs 
we usually embark into an elabo- 
rate explanation of them instead 
of putting the horse before the 
cart and detailing hospital services. 
We talk, as Robert M. Sigmond 
Says in this issue of our Journal 
(page 34), of financial deficits 
rather than service deficits. 

He points out that the studies of 
the Commission on Financing of 
Hospital Care suggests that “‘a hos- 
pital’s expenses and service pro- 
gram—and therefore its service 
deficit—were largely determined 
by the availability of income. This 
is the reverse of the previous con- 
cept of a financial deficit resulting 
from shortage of income.” 

He argues, validly we believe, 
that “the public must be educated 
to accept rising costs in most hos- 
pitals as a reflection of ever better 
service. They must be helped to 
understand that failure to provide 


OCTOBER 16, 1958, VOL. 32 


sufficient funds will not usually 
mean a financial deficit. Much 
worse, it will probably mean pro- 
vision of less than first-class serv- 
ices.” 

We have to tell the cost story. 
But we must tell it in a framework 
of health services. Mr. Sigmond 
contends that the public can “find 
it more exciting to overcome serv- 
ice deficits than financial deficits.” 

Hospitals must continue their 
efforts to keep costs as low as they 
can in relation to the services they 


- OFFICIAL NOTES 
Actions taken by the Board of Trus- 


tees of the American Hospital Associa- 
tion at its meetings in Chicago, August 
16-20, are reported in this issue in 
the Association Section on page 54. 


render. They must demonstrate, 
again and again, that they are do- 
ing that. They must destroy the 
shibboleth of the inefficiently man- 
aged hospital. 

More importantly, they must en- 
courage public understanding of 
what the hospital could be doing 
for the public ‘f the public will 
underwrite the costs. Indeed, our 
attack is on the service deficit 
rather than financial deficit. 


—Webster, please note 


The English language, like na- 
ture, abhors a vacuum. If no word 


exists to fit a precise situation, 
someone will eventually create a 
new one or modify an older one. 

We had such a void in the hos- 
pital field. How do you describe 
the member of a hospital aux- 
iliary? Auxiliarian is a mouthful. 
It mixes harsh consonant sounds 
and mushy vowel sounds. One can’t 
say volunteer because the volun- 
teer may not be a member of the 
auxiliary. One can’t say aide be- 
cause there are aides who are 
neither volunteers nor members of 
the auxiliary. 

And the phrase “members of the 
auxiliary” won't do, especially for 
the headline writer. 

So a few years ago, the word 
“auxilian” made its appearance. 
It is as short as dignity permits. 
It seems to convey a precise mean- 
ing and it is as pleasant a word as 
anyone has been able to contrive. 

Mrs. Chester Hoover, chairman 
of the Association’s Council on 
Hospital Auxiliaries, probably has 
more need for such a word than 
anyone in the field. She reports 
that she uses it constantly and 
finds growing acceptance. 

The word does not appear in the 
latest edition of the Merriam- 
Webster unabridged dictionary, 
the standard dictionary for this 
Journal. Despite this fact, we ac- 
cept auxilian and shall use it in 
our Journal. Merriam-Webster wil! 
catch up. 
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WHAT HOSPITALS CAN DO ABOUT 


RIOR TO World War HU, a hos- 
P pital’s underfinancing problem 
centered around its financial defi- 
cit. The implications of this situ- 
ation were that (1) a hospital 
necessarily had to provide the very 
best of service to all patients in 
need of care; (2) these service 
requirements determined the hos- 
pital’s costs; (3) after the hospital 
had collected as much as humanely 
possible from patients and “third 
parties,” an inevitable financial 
deficit remained to be made up by 
the community through philan- 
thropy and government grants. 
The indicated program for the 
hospital was difficult but clear cut: 
raise the money to meet the defi- 
cit. 

The report of the Commission 
on Hospital Care in 1947 provided 
the first indication of the inade- 
quacy of a “meet the financial 
deficit” approach to underfinanc- 
ing.! This report outlined the 
broad service program that hos- 
pitals should make available, and 


suggested that the real hospital . 


deficit was in the provision of 
needed services. 

Seven years later in 1954, the 
Commission on Financing of Hos- 
pital Care presented factual analy- 
sis that showed the romantic qual- 
ity of the “meet the deficit” 
approach and -suggested a more 
realistic answer.? 


THE SERVICE DEFICIT 


These studies demonstrated that 
there is an inevitable gap between 
what medical science makes pos- 
sible and what any hospital offers 
to its patients. As new medical 
discoveries are translated into new 
equipment and new kinds of 
skilled personnel to provide addi- 
tional expensive services, there is 
a necessary and inevitable time- 
lag between each discovery and 
its availability in most hospitals. 
~ Robert M. Sigmond is executive director. 
Hospital Council of Western Pennsylvania, 
Pittsburgh. 

This material is adapted from a speech 
presented at the 39th Annual Convention 


of the Michigan Hospital Association, 
Mackinac Island, June 1958. 
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the 


underfinancing 


of 


hospital service 


by ROBERT M. SIGMOND 


Ever since the advent of scientific 
medicine, the author states, hospitals 
have been underfinanced, Throughout 
this period, however, he points out, 
concepts of underfinancing have 
changed. The author traces these con- 
cepts and suggests a new emphasis 
including a program for hospitals in 
the current period of hospital finance. 


The CFHC found that as hospitals 
continuously attempted to narrow 
the gap between potential and 
actual service, the costs of hospital 
care went up. 

The underlying reason for the 
rise in hospital costs—after allow- 
ance for inflation and improved 
salary levels—was found to be 
this steady broadening of the scope 
of hospital service resulting from 
advances in medical science. 

Some hospitals had comprehen- 
sive relatively up-to-date pro- 
grams of service. These had the 
highest costs. Other hospitals did 
not make available many services 
needed by acutely ill patients. 
These generally had lower costs. 
In both groups, most hospitals did 
not have financial deficits. Almost 
all of the hospitals, however, had 


some measurable service deficits. 

Studies by the CFHC suggested 
that a hospital’s expenses and 
service program—and therefore 
its service deficit—were largely 
determined by the availability of 
income. This is the reverse of the 
previous concept of a financial 
deficit resulting from shortage of 
income. 

In most cases, hospital financial 
deficits represented minor or ma- 
jor errors in projecting anticipated 
income and expense. Rarely did 
they reflect a stubborn determina- 
tion to offer a level of service that 
threatened bankruptcy for the in- 
stitution. 


NEED FOR PUBLIC EDUCATION 


What were the implications of 
this analysis? Primarily, it sug- 
gested the need for a much greater 
degree of public understanding of 
the nature of optimum hospital 
service and of its costs. The public 
must be educated to accept rising 
costs in most hospitals as a re- 
flection of ever better service. They 
must be helped to understand that 
failure to provide sufficient funds 
will not usually mean a financial 
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deficit. Much worse, it will prob- 
ably mean provision of less than 
first-class service. 

To encourage broadening the 
scope of hospital services the 
CFHC recommended that hospi- 
tals be assured of adequate income 
through (1) support and encour- 
agement of comprehensive volun- 
tary prepayment and (2) govern- 
ment reimbursement programs for 
the indigent. At the same time, the 
Commission outlined a program 
for control of hospital costs to as- 
sure efficient use of every dollar 


spent. 
HESITANT HOSPITALS HAMPER PLAN 


After the CFHC report was pre- 
sented, prepayment continued to 
grow rapidly and reimbursement 
programs for indigent care became 
somewhat less inadequate. Hospi- 
tals, however, were slow to 
develop a positive approach to ris- 
ing costs. They hesitated to em- 
phasize service deficits rather 
than financial deficits. There was 
concern that public confidence 
might be destroyed by knowledge 
that hospital service programs do 
not always measure up to the best 
available, and that philanthropic 
giving would decline if it became 
known that hospitals usually don’t 
have deficits. 

Nevertheless, it is my opinion 
that the public is eager for know!]- 
edge on the need for improvement 
of hospital services, and can find 
it more exciting to help overcome 
service deficits than financial defi- 
cits. 

Recent efforts to increase public 
understanding of the interdepend- 
ence of hospital income, service, 
and expense have been seriously 
hampered by the continuing rapid 
rise in hospital costs. Despite the 
best explanations of the desira- 
bility of rising costs and of the 
increasing efficiency of hospital 
management, the public today re- 
acts favorably to statements from 
responsible and _ irresponsible 
sources that hospitals are poorly 
managed and are indifferent to the 
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burden of hospital costs on the 
individual. 

Why have hospitals not been 
more successful in convincing the 
public that they operate efficiently 
and in the public interest? 

First, the public does not know 
enough about the extent of hos- 
pitals’ efforts to control costs. 
Most hospital administrators—who 
spend nearly all their working 
hours controlling costs—find it 
almost impossible to understand 
that the public may suspect hos- 
pitals of inefficiency. and waste of 
money. 

The story of hospitals’ efforts to 
control costs must not be thought 
of as merely “shop talk’. The de- 
tails must be told to the public 
over and over again, just as the 


necessity for higher hospital costs 
must be repeatedly explained. 
The second reason why hospitals 
have not been able to convince the 
public of the efficiency of hospital 
service is that most of the public 
is not interested primarily in the 
institution’s costs, nor even in the 
cost to the average patient served, 
but rather in their own out-of- 
pocket cost. This out-of-pocket cost 
is reflected today most commonly 
in the cost of a monthly prepay- 
ment premium. This premium is 
payable regularly in sickness and 
in health, and is usually paid by 
individuals who are not in im- 
mediate need of hospitalization. 
In a comprehensive community- 
oriented prepayment program, the 
premium reflects the average 


DIAGNOSIS OF AN 
INSTITUTIONAL AILMENT 


The magnificent Ford Foundation grant to hospitals of $200 mil- 
lion was based upon a clear understanding of the true nature of 
underfinancing. The Ford Foundation’s report, The Difference It 


Mokes, states: 


‘It is easy to see why most voluntary hospitals are afflicted with 
an institutional ailment known among trustees and administrators 
as ‘chronic under-financing’. The symptoms do not always show 
up in red ink. In fact, most voluntary hospitals manage to bal- 
ance their books. Usually, though, hospital income from pay- 
ments and gifts is barely enough to meet current operating 
expenses, and there is no money for adding or replacing facili- 
ties. The result is a deficit in hospital services. 

“How large and how significant has the deficit been? 

“A study of 1400 nonprofit community hospitals by an in- 
dependent citizens’ commission, operating under American Hos- 
pital Association auspices, reported in 1954 a serious lack of 
facilities: fewer than half of all short-term, nonprofit hospitals 
provided more than ten of nineteen selected services . . . The 
point is not that a hospital must offer all nineteen services or 
be rated inadequate. The survey simply revealed, rather im- 
pressively, but not surprisingly, that facilities frequently fall 
short of the ideal. 

“There isn’t a hospital administrator in the country who 
doesn’t have in his desk drawer a list of urgently needed 
equipment and personne! .. 
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monthly cost of the community’s 
basic health program. It is this 
cost that concerns the public. It is 
this cost around which hospitals 
must center their attention. 


SHIFT IN EMPHASIS INDICATED 


In this current period, it is not 
enough for hospital representa- 
tives to be concerned with control 
of costs of their individual hospi- 
tal’s existing service program. 
They must also demonstrate pri- 
mary concern with their hospitals’ 
role in the broader program of 
control of the community’s total 
costs of providing high quality 
hospital medical services. 

It is no longer possible or de- 
sirable for hospitals to concen- 
trate exclusively on attempts to 
identify the public with the needs 
and financial problems of each hos- 
pital. Rather, each hospital must 
give major attention to identifying 
its own program with the needs 
and financial problems of the pub- 
lic. 

Pending this shift in emphasis, 
hospitals may expect a continu- 
ation of calls for more _ public 
representation on Blue Cross 
boards to “deal at arms length” 
with hospitals, and a continuation 
of proposals for government con- 
trol of hospital costs and charges. 
Pending this shift in emphasis, 
complaints about the “high” costs 
of hospital care will receive a 
popular response no matter how 
well hospital representatives 
demonstrate their efficiency and 
the value of their services. 


WHAT EACH HOSPITAL SHOULD DO 


Specifically, what should an in- 
dividual hospital do to meet this 
situation? First, it should thor- 
oughly review its service program 
and plan indicated revision of it 
so that the hospital may be sure 
that it is efficiently providing 
health services that are really 
-needed and that are not otherwise 
provided. The hospital should also 
review and revise its public rela- 
tions program, but this should fol- 
low—not precede—the recasting 
of the service program. 

An excellent guide for a review 
of a hospital’s service program is 
provided by the report of the 
Commission on Financing of Hos- 
pital Care (as outlined briefly on 
pages 41-44 of the summary re- 
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port). Five major items require 
emphasis in any such program re- 
view: 

1. Elimination of duplication of 
services among community hospi- 
tals. Certain expensive facilities 
may be eliminated entirely in some 
hospitals by concentrating these 
services efficiently in a fewer num- 
ber of hospitals. Admittedly, any 
proposal to accomplish this ob- 
jective requires the development 
of new and extremely difficult 
relationships among the medical 
and administrative staffs of differ- 
ent hospitals. Nevertheless, the 
public will not believe that these 
relationships cannot be devised, 
especially in- the absence of evi- 
dence that an honest attempt has 
been made. Efforts at regional co- 
ordination must be intensified. 

2. Elimination of community 
health service gaps through in- 
creased utilization of the hospital's 
expensive specialized facilities, 
personnel and organization. Op- 
portunities for unit cost reduction 
by increased utilization include 
new services for the chronically ill 
such as rehabilitation programs, 
service to nursing home patients, 
and organized home care pro- 
grams; new services for the men- 
tally ill; and preventive services 
including screening and health 
education programs. Addition of 
these services by selected hospitals 
will lead to greatest economy in 
provision of comprehensive health 
services for the community. Here 
again, however, extremely difficult 
area-wide coordination of effort is 
required—among hospitals and be- 
tween hospitals and other health 
agencies. 

3. Expansion and improvement 
of outpatient services in order to 
reduce unit costs of providing spe- 
cialized services and to reduce the 
need for use of expensive and non- 
productive inpatient bed and board 
facilities. 

4. Elimination of any ineffective 
or “excessive” use of inpatient 
facilities by closer integration of 
physicians within the medical staff 
structure of the hospital and closer 
identification of physicians with 
the hospital and its program. Paul 
M. Densen’s important study, re- 
cently published by the American 
Hospital Association, suggests that 
organization of group-practice 
units might lead to significant sav- 


inpatient 
utilization.’ If this is so, the im- 
pact would probably be greatest 
where the group practice units 
were located at and organized in 
the hospital, as recently forecast 
by Julian P. Price, M.D.4 


ings by reduction of 


In any event, medical staffs 
should be encouraged to explore 
the feasibility of various mechan- 
isms designed to promote effective 
use of hospital facilities and serv- 
ices, including admission review 
committees and medical economic 
audit committees. 

5. Increase in hospital bed oc- 
cupancy by reduction in number 
of beds available. In Michigan 
during 1956, for example, there 
was an average of over 5000 empty 
hospital beds throughout the year, 
or about one empty bed for every 
three in use. Conversion of much 
of this bed space to badly needed 
outpatient facilities could produce 
significant economies: Reduction in 
bed capacity might provide real 
opportunities for conservation of 
nursing personnel and improve- 
ment of quality of care by stabi- 
lization of the inpatient work- 
load. With rising hospital costs, 
the public is probably more ready 
than many might believe to ac- 
cept planned waiting lists for elec- 
tive cases, and possible inconveni- 
ences of tighter scheduling of 
admissions and discharges. 

These five suggestions—elimina- 
tion of duplication, elimination of 
health service gaps, expansion of 
outpatient service, elimination of 
any excessive utilization, and in- 
creased bed occupancy by reduc- 
tion in bed complement—are only 
illustrative of the elements of a 
thorough review of any hospital's 
program that is indicated by the 
current public concern about ris- 
ing costs. 

This suggested review and re- 
vision of the hospital’s service pro- 
gram should tend to hasten the 
transformation of the hospital 
from an efficient institution for 
the care of acutely ill bed patients 
to an even more efficient center of 
community health activities, a 
role originally projected for the 
hospital by the Commission on 
Hospital Care. 


NEW RESPONSIBILITIES FOR ALL 


This change in the role of the 
hospital requires dynamic changes 
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in the responsibilities of the three 
major elements of the hospital: 
the board of trustees, the medical 
staff and the administrator. 

@ The trustee has traditionally 
viewed his position on a hospital 
board as an opportunity for com- 
munity service by providing re- 
sponsible leadership and guidance 
in the management of the hospi- 
tal’s institutional program. Today, 
the hospital trustee must increas- 
ingly assume the role of repre- 
sentative of broad public interest 
as contrasted with special institu- 
tional interest. 

The trustee is in a unique posi- 
tion to ensure that the hospital re- 
flects the needs of the public. As a 
nonprofessional’ in the hospital 
field, he can be more objective 
than the hospital’s administrative 
or professional staffs in evaluating 
the extent to which the . hospital 
is responsive to public needs. Inti- 
mately familiar with the inner 
workings of the hospital, his in- 
fluence may be more constructive 
than that of other representatives 
of the public not directly asso- 
ciated with the hospital. 

If the hospital trustee does not 
assume the responsibilities of a 
representative of the public, this 
role will inevitably be given by 
society to Blue Cross, state insur- 
ance departments, health depart- 
ments or other branches of the 
state or federal government. 

@ The medical staff will need to 
recognize that the public’s demand 
for economical quality care in a 
period of advancing medical sci- 
ence and advancing costs requires 
an even closer working relation- 
ship with the hospital. This is a 
time for less attention to out- 
moded legal fictions for artificially 
separating medical and hospital 
services, and more attention to in- 
vention of mechanisms for closer 
integration of an _ independent 
medical profession with the com- 
munity’s basic health agencies. 
@ The hospital administrator will 
need to be as concerned with com- 
munity organization and profes- 
sional coordination as with insti- 
tutional management. He will tend 
to spend more time outside of the 
hospital and will require addi- 
tional trained assistants. Within 
the hospital, he will find that the 
(Continued on page 122) 
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VERNON W. THOMSON, governor of Wisconsin, signs the proclamation declaring 
Cctober 26-31 as Medical Records Week in Wisconsin. Present for the ceremony were 
to Sister M. Amia, O.S.F., R.R.L., president, Wisconsin Association of Medical 
Record Librarians; James P. Murphy, R.R8.L., medical record librarian, Veterans 
Administration Center, Wood, Wis.; Mrs. Alta Mitchell, C.R.L., president, American 
Association of Medical Record Librarians; and Lydia Petrich, R.R.L., medical record 
librarian, University Hospitel, Madison. Recruitment is the project's main gool. 


‘ON WISCONSIN’ — 


for more medical record librarians 


To help stimulate recruitment of medical record librarians on a 
state-wide basis, the Wisconsin Association of Medical Record Li- 
brarians enlisted the assistance of their state governor, Vernon W. 
Thomson. The governor felt the association’s suggestion for a state- 
wide Medical Records Week, October 26-31, was “very worthwhile”’. 
He issued a proclamation to that effect September 29 and arranged for 
members of the association to be present in his office for the signing 
of the proclamation. 

To help make the recruitment program effective, Sister M. Amia, 
O.S.F., R.R.L., president of the Wisconsin Association of Medical 
Record Librarians, reports local newspapers in Wisconsin cities and 
towns with hospitals have been asked to carry a short column each 
day of medical records week to tell the story of the medical record 
librarian. Medical record librarians throughout the state have been 
invited to initiate open houses, lectures and tours during the week. ® 
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ODAY THERE are a. Jerge 
ber of hdspitel wie 
market, both Standétd and 


specialized. AN of them ave 
tinct from any bed in domestic use! 
elaborate — 


One of the st’ 
s, for example, 


A toilet Gonnécted with 


sewer and tised. by the patient 


positiOn. The toilet 


$0 inked to. the. bed that it ean 
msed 


ambulatory patient. 

@ A layatory. with. hot. and. cold 
runnmg water and a drain. 

Powered rocking device. 
@ A self-contained stretcher which 
eliminmates:-the necessity of..pur- 
chasing a special cart for the bed, 
or of having to move the patient 
on and off the cart. 


@ Retractable trapeze so ttrat tte 


patient can change his position 

without assistance. 
and corpplex piece 

of equipment is the product of 


centuries of evolution of the hos- 


pital bed. Very little is known 


about. hospital equipment during 


the first centuries after the birth 


Dorot associ- . 
ate in Dorothy, Gal University of 
fessor . of engineering, 


prepare arold Smalley, 
Institute’ of Techn ology, Atfanta. 
Dinnerstein, Ph.D., is assistant professor 
of psychology, Chico (Calif.) State College. 
Richard Ay ‘o> Ph.D., is professor and 
head of th p 

gineering; “Texas Technological College, 


This material was compiled in an early 
Proj which “is the 


stage of -th® “Bed 
“Investigation of the 


Hospital’ Patiént” Unit." The’ preject 


being conducted at the University of Pitts- 
burgh ‘supported)@ part by a fre- 
search grant 4792: Eval- 
uation’ of Beds) fr 


ice. 
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Of industrial en- - 


on 
of Nursing Resources, Public Healt Serv- 


authors eattiné the 
the hetpital bed from the time of 


‘thine to, the Present. Buch Milestone. 


THE. use “Of ‘springs Biter a pa- 
_tient’s horizoutal position and the de- 
“cisioh to 8A standard size for 
are 


when ‘the Spread of 
Christianity brought with it in- 


_@reaséd interest in the relief of 


suffering ‘and care of the sick. 


‘Hospitats were not hospitals in the 


sense that we know them today; 
these institutions sheltered any- 


- One who needed refuge—the sick, 


poor, aged, infirm, and orphaned. 

Beds used in theésé institutions 
were probably the same as domes- 
tic beds, for even in more recent 
times this was the case. Until 


thé 14th, century, WE “domes- 


bet ushatty Was mat- 


tress laid on the floor. 


_ BEDS WALLED TO WOSPITAL 


Some information relative to 
beds is available from medieval 
times (A.D. 700-1500)" It in- 
teresting to note how hospitals 
obtained omany» of their beds. In 
France, the wealthy and the can- 
onites (religious people) donated 
or willed their beds and bedclothes 
to hospitals. Whether the hospitals 
received all their beds in this way 
cannot be determined but cer- 
tainly there were no hospital bed 


‘manufacturers per. se. 


Hospital “beds were still the 
same as domestic: beds. To under- 


ostand the evolutionvof the hospital 
-bed, therefore, it is necessary to 
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trace the history of domestic beds 
during this period.! 

Until the 14th century the bed 
was a straw mattress laid on the 
floor. About this time, probably 
because of dampness, the mattress 
was put on a wood frame with 
four legs and a headboard. The 
base of the frame, corresponding to 
the modern spring, was formed by 
ropes for the poor people and 
leather straps for the rich. Beds 
owhed by the nobility were often 
massive. 

In the 15th century, however, 

travel became much more common 
among the nobles. It was quite. 
difficult to move these cumber- 
some beds around, as was the cus- 
tom when traveling. As a result, 
bed frames were made in a much 
simpler way. They were covered 
with rich draperies to conceal the 
simplicity. 
. in the 16th century the struc- 
ture of the bed changed again. The 
beds among the nobility became 
very rich and expensive. Elaborate 
bedclothes were fashioned of gold, 
silver, and silk. There were fancy 
ornaments, carvings, and canopies 
on the beds. In fact, bedclothes 
and beds became so expensive that 
many people who had intended to 
donate or will their beds to hos- 
pitals decided to give only the 
bedclothes and not the beds. One 
hospital in France, however, took 
the case to Parliament and in 1597 
the canonites were forced to donate 
the entire bed with all the bed- 
clothes, or contribute three to five 
hundred pounds. What had been a 
donation became a tax. 
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ALBERT J. DINNERSTEIN, Ph.D., and RICHARD A. DUDEK, Ph.D. 


As the domestic bed changed 
during this period, so did the hos- 
pital bed. Following are some de- 
scriptive facts about hospital beds 
from A.D. 1300 to 1700: 

In size they were low and wide, 
very heavy, and hard to move. 
They were placed so close together 
that it was almost impossible to 
clean between them. About 1635 
an attempt was made to abolish 
large beds but 160 years later they 
were still being used extensively. 

The material used was untreated 
wood. As a result, bedbugs and 
other vermin were the rule. In 
1650 iron beds were introduced 
but they did not come into gen- 
eral use at this time. 

The frame consisted of four 
legs, headboard, footboard, and 
usually bedposts. Frames became 
very elaborate with exquisite 
carvings and ornaments. 

The color was usually black. 

Curtains often surrounded the 
bed. They were usually made of 
wool or some other heavy material 
which was not washable. The cur- 
tains served a twofold purpose, to 
insure privacy and to protect the 
patient against flies. 

Canopies draped the top of the 
bed. At first they had been sus- 
pended from the ceiling but later 
were attached to the tops of the 
bedposts. 

Mattresses were made chiefly of 
straw which had to be changed 
three times a year. The straw was 
stored in a special room in the 
hospital. A few of the mattresses 
were of wool which needed to be 
carded each year, and a few were 
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made from feathers. The mat- 
tresses rested on rope or leather 
straps which were attached to the 
bed frame. 

Pillows and bolsters were filled 
with feathers, moss, or horsehair. 

The sheets were presumably 
made of linen and were infre- 
quently laundered in nearby 
streams. 

Blankets or quilts were made of 
heavy gray material. They were 
bordered by wide leather straps 
and lined with wool or fur. They 
were very comfortable but re- 
quired much care to prevent their 
destruction by worms. Each year 
the fur was taken out and cleaned. 

Drawsheets were made of 
leather since, of course, rubber was 
not in use at that time. 

Shelves of wood were placed at 
the foot and/or head of the bed to 
hold medicines and feeding uten- 
sils. 


MULTIPLE OCCUPANCY CUSTOMARY 


Usually two to four patients 
were placed in one bed. Sometimes, 
especially during plagues or epi- 
demics six, eight or even more pa- 
tients of all ages and of both sexes 
would occupy a bed. It should be 
explained that in those days it was 
a socially accepted custom to share 
a bed. The majority of people who 
came to the hospital were poor and 
were accustomed to the whole 
family sharing one straw mattress. 
Sometimes, a dead patient would 
remain in bed with sick patients 
for hours or perhaps all night. Pa- 
tients were sometimes placed at 
both the head and foot of the bed 


so that each patient would have 
near his shoulder the feet of his 
neighbor. It is probable that the 
little bench which was frequently 
found in front of the bed was used 
for patients to sit on while they 
waited their turn to lie down. 

There is a picture and descrip- 
tion in Le Lit d’Hospital en France 
which gives a good idea of hospital 
beds in the 15th century.? The pic- 
ture shows a hospital ward with 
five patients lying very close to- 
gether. One cannot be sure whe- 
ther the picture is of one or five 
beds because each patient has a 
separate blanket. The bed (or 
beds) is low and the blankets 
touch the ground. The description 
reports on a common ward of the 
Hotel-Dieu in Paris. All the beds 
are simple in style and are lined 
up in rows, each containing one 
or two patients dressed only in 
bonnets. The habit of wearing bed 
clothes did not start generally 
until about the 14th century. 
There are no bedposts, canopies, 
or curtains described at this time. 
These appeared in the 16th and 
centuries. 

The following are two accounts 
of beds which were found in the 
hospitals during the 16th century. 
One account gives a description of 
100 new beds which seem quite 
simple: 

“Each bed was 6 feet long, 4 
feet wide, and the headpost was 
4 feet high. Everything was in 
plain panel. Near the beds was a 
sort of shelf on which were put 
the necessary objects for the pa- 
tients, earthen ware for the wine 
ration, a tumbler to drink from, 
and some wooden utensils to eat 
from. Furthermore, also under the 
beds was hidden earthen ware for 
the patient’s excretions.’ 

The second account describes a 
ward which contains more elabo- 
rate beds: 

“That ward was 300 feet long 
and 54 feet wide. It offered through 
these large dimensions perfect 
conditions for ventilation and 
hygiene. It contained only 40 beds, 
each one located in a sort of al- 
cove. Each bed was separated from 
the adjoining ones by woode’ 
carved panels. And this alcove 
opened onto the ward by a door 
made with a curtain. Those al- 
coves had slats in the upper pa’ 
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which allowed their inspection 
from a lateral gallery which oc- 
cupied the whole length of the 
ward. The bed was in carved wood 
with bedposts. It had a canopy and 
curtains which could completely 
surround the patient. In this way, 
with this system, the community 
sense of the ward was supressed. 
The patient was, in fact, in his 
own room and could, if necessary, 
isolate himself by pulling the cur- 
tains.’”4 


BEDS IN 18TH CENTURY EUROPE 


Hospital beds in the 18th cen- 
tury were somewhat improved. 
The first modification of the bed 
was a jointed arrangement like a 
steamer chair with a reading desk 
attached. A number of other me- 
chanical features for beds were 
suggested by ingenious inventors 
but were not adopted by the hos- 
pital. 

About this time, too, hair mat- 
tresses became known and were 
used, especially for those patients 
who could not control their excre- 
tions. These mattresses were less 
easily infested by lice. 

Oilcloth for drawsheets was 
manufactured. Air cushions came 
into use. Portable bed screens were 
introduced in 1777 but were not 
used extensively for they were 
heavy and clumsy. Some iron beds 
began to be used around 1760 but 
they were not popular. Near the 
end of the century copper wheels 
were introduced. 

In 1756 doctors recommended 
hair mattresses and washable linen 
bed curtains. In 1788 a French 
Royal Academy professor recom- 
mended the use of individual 
beds. Louis XVI forbade putting 
more than two persons in th 
same bed unless they were sep 
rated by a wooden panel. These 
ideas, however, were not followed 
and the old patterns continued in 
most hospitals through the 19th 
century and even into the 20th 
century in some places. 


DEVELOPMENTS IN 19TH CENTURY 


During the 19th century other 
improvements were made. In 1818 
an extra high hospital bed to ease 
the strain of bending for hospital 
personnel was devised for use in 
United States military hospitals. 
The military also advocated iron 
frames, since wood was believed 
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to promote infection. Acceptance 
of iron frames began slowly, how- 
ever, since such frames were 
clumsy, unwieldy, heavy, and 
rigid. 

In 1850 the typical hospital bed 
in the United States did not differ 
in any way from a cheap domestic 
bed. It was quite rigid and had a 
lath bottom on which a hair or 
straw mattress was placed. 

Not until about 1880 were steps 
taken toward developing a bed 
specifically for hospitals. The first 
major development in_ hospital 
beds was raising the bedspring 
fabric because of doctors’ and 
nurses’ complaints about the ex- 
cessive amount of bending neces- 
sary in giving care to patients. The 
18-inch height of the spring fabric 
was elevated another 10 inches to 
meet these demands. This im- 
provement was made for the com- 
fort of personnel but otherwise 
the bed remained the same (Fig. 
1 and Fig. 2, page 41). 

In the 1880s there was also an 
improvement added for the com- 
fort of the patient. An additional 
unit or portable head rest using a 
pivot and ratchet arrangement 
raised the top of the mattress for 
back support (Fig. 3, page 41). 
Pillows were placed under the 
knees to keep the patient from 
sliding down when the back rest 
was in use. 

In the 1890’s another major de- 
velopment, the Gatch spring, ap- 
peared. It was not widely used, 
however, until 1920 (Fig. 4, page 
41). This spring was a flexible 
fabric frame in three sections on 
a fixed foundation. It was possible 
to obtain almost any position 
above the horizontal plane. Adjust- 
ments were made manually by the 
use of ratchets. Shortly afterwards 
crank handles (Fig. 5, page 41) 
were added to the Gatch spring 
and it was possible to adjust the 
head and knee rests with less ef- 
fort. For the most part, until about 
1920, there were no casters on the 
beds and those few casters in use 
were very small. 


MODERN IMPROVEMENTS 


In the 20th century many inno- 
vations were and are being made 
on the hospital bed. It has become 
a distinct type of bed totally dif- 
ferent from the domestic bed. Fol- 
lowing are some major improve- 


ments which have been made on 
hospital beds in the United States: 

Size (includes height)——-On June 3, 
1924, the general conference of 
representatives of various hospital 
organizations adopted the Simpli- 
fied Practice Recommendation for 
Sizes of Hospital Beds. It was ap- 
proved by many manufacturers, 
distributors, and users and was 
promulgated by the United States 
Department of Commerce through 
the National Bureau of Standards. 
These recommendations were re- 
affirmed in 1926, 1929, 1935, and 
1937: 

1. For general hospital use (a) 
length (inside distance between 
head and foot posts) should be 78 
inches; (b) width of end angles 
of spring should be 36 inches; (c) 
heights from floor to top of springs 
(inclusive of casters, etc.) should 
be 27 inches. 

2. For certain institutional use, 
width should be 33 inches, with 
length and height as above. 

3. For private room use, where 
a wider bed is desired, a width of 
39 inches was permissible, length 
and height same as above. 

Recently, some manufacturers 
have increased the length from 78 
to 80 inches and the height from 
27 to 27% inches. The intermedi- 
ate height bed has also been in- 
troduced; the entire bed, from 
floor to top of mattress, is 26 or 
27 inches. The height from floor 
to spring is approximately 21 or 
22 inches. 

Some hospital beds in 1958 may 
be higher than specified in the 
standards listed above. This is be- 
cause hospitals have added larger 
casters and/or Trendelenburg 
springs to an old bed frame and 
so inadvertently have increased 
the height. The use of thicker in- 
nerspring mattresses also increases 
the height. 

In the 1940’s, when the idea of 
early ambulation became widely 
accepted, much thought was given 
to a bed which could be lowered 
and raised to different levels, for 
it was now necessary to think not 
only of personnel comfort but also 
of patient safety and convenience. 
The beds were so high that it was 
difficult for patients to get in and 
out, even with the nurses’ help 
and the use of footstools. 

The forerunner of the adjust- 
able height bed was the Corner- 
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FIG. 1—As shown in this 1905 model, the first major development 
in beds designed exclusively for hospitals was raising the height. 
FIG. 2—This “Hospital Private Room Bed,"" advertised in a 1907 
catalogue, was similar to a domestic bed except for greater height. 


lock spring (1948). This spring 
could be placed at two different 
heights by manually lifting the 
entire spring at the four corners. 

About 1950 the manual two- 
crank adjustable height bed was 
introduced and it was followed 
shortly by the manual one-crank 
adjustable height bed. Next came 
the motor driven adjustable height 
bed which could be controlled by 
the nurse or patient. The range of 
height for all these beds is 18 
inches to 27 inches from the spring 
fabric to the floor. 

In 1956 the all-electric bed was 
introduced. In addition to the ad- 
justable height feature, the back 
rest and knee rest are also elec- 
trically powered. These features 
can be controlled by the patient 
or nurse. At the present time there 
is some experimental work being 
done with a hydraulic bed. 

The moterioi used for beds up 
until 1850 was chiefly wood. Then 
iron beds became popular, but 
they were heavy and aesthetically 
cold. At the turn of the century, 
wooden beds became popular 
again. Today many kinds of ma- 
terial are being used—-wood, steel, 
iron, aluminum, magnesium alloy, 
and others. 

The color which had been most 
popular until the 20th century was 
black. Then brown, walnut, ivory, 
and white were very popular. To- 
day all colors are being used, from 
the very dark to the very light. 

Springs—-The hand cranked Gatch 
spring was introduced about the 
turn of the century but did not 
come into general use until about 
1920. 

Around 1900 the first shock posi- 
tion bed was produced. Various 
methods were developed to ele- 
vate bed ends up to 12 inches or 
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FIG. 5—Crank handles added to the Gatch 


spring made position adjustments easier. 
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FIG. 3——For the comfort of the patient, this 1903 bed featured a portable head rest. 
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FIG. 4—Although developed earlier, the Gatch spring was not widely used until 1920. 
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more. As the years went by the 
methods used varied from wood 
blocks to mechanical and hydrau- 
lic elevators, to adjustable exten- 
sion stem casters inserted into the 
bedposts. While these methods are 
still being used they are being dis- 
carded to a large extent because 
the Trendelenburg spring now 
serves this purpose. 

The Dr. Urie bed (early 1940's) 
was a further development of the 
Gatch spring. It made possible a 
wider range of flexible patient 
positions and was the forerunner 
of the modern spring. It stimulated 
further research. 

In 1950 the three-crank spring 
appeared. The third crank con- 
trols the center section of the 
three-section spring and makes 
even more positions possible, such 
as hyperextension, bedpan posi- 
tion, and others. 

The Trendelenburg spring was 
introduced about 1948. The fabric 
frame was raised 6 inches above 
the foundation frame and the 
cranking mechanisms were de- 
signed for a wider range of posi- 
tions. Many more positions are 
possible with this spring, a very 
important one being the shock 
position. The spring can quickly be 
cranked into the shock position so 
that all the devices which were 
used for this purpose before (and 
which were often unsuitable) are 
no longer necessary. 

Casters—At the turn of the cen- 
tury there were few casters on 
beds and those in use were very 
small. In 1905 manufacturers be- 
gan to use small casters more ex- 
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tensively. They were needed for 
mobility because the bed was be- 
ing moved more often for making 
the bed, cleaning, and other rea- 
sons. Now the casters on beds 
range from 3 to 5 inches in di- 
ameter, the most common being 
3 inches. 

Mattresses— Until about 1935 hair 
mattresses were very popular. 
Often they were crowned in the 
center and thinner at the ends. 

The innerspring mattress was 
introduced around 1910 but was 


not widely used before 1935. Foam | 


rubber mattresses were put on the 
market in the 1940’s. Cotton felt 
mattresses and rubberized hair 
mattresses are also available. 
Some, but not many, mattresses 
are covered by water repellant 
material. The height of mattresses 
ranges from 2 to 7 inches. 

Pillows. are usually stuffed with 
feathers. Occasionally horse-hair 
or cotton is used. Foam rubber pil- 
lows were introduced in 1940 and 
are used widely. Some, but not 
many, pillows are covered with 
water repellant material. 

Sheets are made of cotton and the 
color is most frequently white. 
Two sheets are generally used per 
bed and these are changed every 
one or two days. 

Blankets are made of wool or cot- 
ton material, but usually they are 
a combination of both. Many colors 
are available and generally they 
are completely washable. 

Drawsheets are made of rubber or 
a plastic material. This is covered 
by a cotton drawsheet. Both of 
these are eliminated in hospitals 


where water repellant mattresses 
or mattress covers are used. 

Bedspreads are made of cotton in 
either white or pastel shades. 

Accessories—Many accessories are 
available for the modern hospital 
bed. Some are permanently at- 
tached to the bed while others are 
auxiliary.5 A few of the more 
popular ones are: 

1. Siderails 

2. Intravenous standards 

3. Foot stools 

4. Identification cards 

5. Orthopedic equipment 


MINOR IMPROVEMENTS TOO 


Besides the major improvements 
discussed here, many minor im- 
provements have been made in the 
hospital bed during the 19th and 
20th centuries. These changes are 
of various types. 

For example, in 1858 Dr. Hew- 
son devised a bed for ease in giv- 
ing a bedpan and later other at- 
tempts were made for this purpose. 

Another example of this is the 
changing design of the Gatch 
spring. In one of the earlier de- 
signs of the Gatch spring, the 
angle irons used in the _ spring 
frames were “nested” (Fig. 6A, 
below). This design resulted in 
pinched fingers for both patients 
and hospital personnel. The next 
change in design came about when 
the angle iron frames were made 
to butt against each other (Fig. 
6B). This design did not remedy 
the problem completely. Therefore, 
another transition came about so 
that the spring frames, when not 
in the horizontal position, were at 
least 1 to 2 inches apart (Fig. 6C). 
This spacing eliminated pinched 
fingers. Other design changes of a 
similar nature have been made in 
the hospital bed over the years. 

In addition to the general pur- 
pose hospital bed there are many 
special hospital beds available. 
Some of these are the orthopedic 
beds, rocking beds, oscillating beds, 
cardiac or chair beds, eye beds, 
and recovery room stretcher-type 
beds. . 
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HOW TO GET THE MOST FROM 


OLD GUARD EMPLOYEES 


by GEORGE K. FLORO 


LD GUARD personnel are not 
difficult to find in hospitals. 
Here are some of the symptoms. 

An old guard employee has held 
the same position for a consider- 
able period of time. He considers 
himself indispensable. He protects 
what he has by trying to keep 
others from taking any tasks away 
from him. 

He may attempt to accumulate 
additional tasks to perform. If he 
loses any of the office spaces, furni- 
ture, privileges, or responsibilities 
which he considers his “property,” 
he will be extremely defensive. 

This, at least, is the picture of 
the old guard before more critical 
examination. But the old guard 
outlook is not so much a view of 
tenure as of work conditions. An 
individual with two years tenure, 
as well as an individual with 
twenty years, may present essen- 
tially the same problem. If inflexi- 
bility of outlook is characteristic, 
there are many old guards around 
who have never had the old guard 
label applied to them. 

Simply classifying old guards, 
however, only creates an arbitrary 
category. It does not provide leads 
for coping with problems created 
by these personnel. To strip the 
old guard of its name-calling con- 
notations and come up with some 
constructive recommendations 
were some of the aims of an ad- 
ministrative study in Louisiana 


George K. Floro is associate professor 
of sociology, Berea (Ky.) College 

The investigation described in this article 
was supported by research grant W-117 
from the National Institutes of Health, 
U.S. Public Health Service 
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Old guard personnel are worth the 
time and trouble spent re-educating 
them, states the author, as he discusses 
the problems created by such person- 
nel. He describes the typical old guard 
employee, examines the significance 
of old guards to hospital organization, 
and suggests some ways to cope with 
such personnel. 


during 1957 and 1958. 

The achievements anticipated 
from the inquiry were: 

1. A generalized description of 
the old guard type. 

2. Interpretation of the old 
guards’ significance to hospital or- 
ganization. 

3. Suggestions for coping with 
the old guards in the interest of 
programing, services rendered, and 
administrative ethics. 


HENPECKED HOSPITALS 


The following observations 
which resulted from the study ap- 
ply to both male and female per- 
sonnel, despite the use of the mas- 
culine gender. Interestingly 
enough, the most formidable old 
guard personnel in municipal or- 
ganizations seemed to be men and 
in hospitals, women. 

It was found that the typical old 
guard employee has been employed 
long enough to know “all the ins 
and outs” of his particular sphere. 
He is dependable in what he does 
and in what he conceives as his 
own work. A reputation for such 
performance is usually achieved 
during long tenure in the same 
position. 


The old guard considers himself 
indispensable to the entire opera- 
tion of the hospital. The adminis- 
trator may agree with this opinion. 
Indispensability, however, is a 
matter of time and accomplish- 
ments. All workers who are doing 
significant work are indispensable 
within some time unit. People who 
do routine work are indispensable 
from moment to moment. Indi- 
viduals whose work is defined for 
long periods of time are indis- 
pensable for those time _ units. 
What they are doing could not be 
interrupted without serious ef- 
fects in terms of services or output 
or project realization. 

The old guard is indispensable 
in terms of actual work done. But 
this is routine work, for the most 
part. The indispensability is of 
the moment-to-moment kind when 
tasks alone are considered. The 
old guard, however, attempts to 
devise ways of making others de- 
pend upon him, apart from serv- 
ice considerations. Not allowing 
anyone to have access to a set of 
office files is such a device. 


Admittedly, the old guard is - 


relatively difficult to replace. He 
has a special local identity or claim 
upon the position held. If a hos- 
pital is sponsored by a religious 
organization, he probably belongs 
to the sponsoring church. In a hos- 
pital owned by doctors, the ol 
guard would be expected to ha’ 
some special access to the four 
ers or the key individuals in * 
group. Replacing the old guar 
such situations could no’ 
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achieved without serious reper- 
cussions. 

The old guard is defensive but 
is without anything very substan- 
tial in his own work to protect. 
The work he does is usually pretty 
well standardized or could be 
standardized quite easily. In this 
situation, the old guard may be- 
come quite defensive to protect 
something that supposedly be- 
longs to others or to a department 
or to an entire administrative or- 
ganization. Strangers such as a 
new administrator are viewed 
with suspicion as trespassers. 

The old guard whose work con- 
sists of day-to-day routine re- 
quires immediate satisfaction from 
his work. He wants to be appreci- 
ated. Being taken for granted ir- 
ritates him. He is willing to do his 
routine duties—even beyond the 
demands of regular office hours— 
but he wants recognition. This 
seems to indicate a lack of con- 
fidence in his own abilities or an 


unwillingness to conceptualize 


what he is going to get done be- 
yond a day-to-day, week-to-week, 
and year-in-year-out kind of work 
definition. 

It is as an entrenched indi- 
vidual that the old guard cannot 
be tolerated, at least in a key posi- 
tion, within an expanding organi- 
zation. He refuses to redefine situ- 
ations and reassess circumstances, 
which may become very different 
with changirxg times. The old 
guard is interested in fixed struc- 
tures while administration must 
be concerned with much that is 
yet unstructured, as well as with 
past precedents. Entrenched in the 
organization such an _ individual 
can divert attention from the 
sources of alternative action and 
thus from the possibilities of carv- 
ing out the future imaginatively. 


WAITING IT OUT 


What should be done with the 
old guard personnel if they impede 
progress? Many administrators 
have been or are presently trying 
to cope with one or more of these 
minor officials. One frequent an- 
swer is to wait until they retire. 
This may, however, require a long 
wait in the cases of employees 
who become old guard types dur- 
ing a short tenure. Just waiting 
may even weaken the adminis- 
trator’s ability to cope with old 
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guards. The situation may become 
increasingly intolerable for the 
administrator, the old guard, and 
‘other employees. 

If administrators approach this 
problem in a forthright way, the 
old guard might become a more 
acceptable employee. Even if this 


~ does not happen, disruption of ad- 


ministration programing may be 
avoided and discomfort for other 
employees mitigated. 

While considering ways of cop- 
ing with present old guards, ad- 
ministrators might think about 
how to prevent old guard person- 
nel from being created within an 
administration. An administrator, 
for example, might: 

1. Encourage the _ prospective 
old guard employee to learn more 
than the practical side of the work 
by providing learning opportuni- 
ties and not placing the highest 
value on the practical aspects. 

2. Continue to define the scope 
of the work in long periods of 
time until the old guard employee 
has some understanding of that 
scope. 

3. Have the old guard exposed 
to comparative. points of view 
from visits with individuals in 
other localities doing somewhat 
similar work. 

4. Provide opportunities that 
give the old guard some initiative 
whether he likes the risks or not. 

5. Redefine the position so that 
the old guard is not doing the ad- 
ministrator a special favor by fol- 
lowing routines (which might 
otherwise be considered a special 
responsibility of the administra- 
tor). 

6. Assure the old guard that the 
administrator does not need any 
special props in order to fulfill ad- 
ministrative obligations. 

The old guards are probably 
worth all of the time and trouble 
spent training them or re-educat- 
ing them. Upon accepting an ap- 
pointment, one administrator was 
told that he would have to get rid 
of a particular old guard. How- 
ever, he gave special attention to 
her problems and was successful! 
in getting very satisfactory serv- 
ice from her, although she con- 
tinued to be severe in her de- 
mands upon subordinates. 

Old guard personnel are gen- 
erally dedicated personnel. Dur- 
ing the study, one of them said 


simply, “It may sound funny, but 
my work is my life!” They are 
generally individuals of at least 
average technical ability. Mastery 
of routine seems to be a prerequi- 
site for an approximation of the 
type. 

Old guard employees need their 
work enriched so that they too 
can have some substantial indis- 
pensability —an_ indispensability 
based upon actual accomplishment. 

In a very minor position they 
are not a threat to an organiza- 
tion. All old guards have minor 
positions or tend to reduce their 
positions to minor ones. The ad- 
ministrator might be watchful of 
such developments. Decisive action 
may be necessary to preserve or- 
ganizational commitments or to 
protect other personnel from the 
abuse of an old guard. If reduc- 
tion of an old guard’s rank is done 
merely to remove the old guard 
from relations with the adminis- 
trator, however, the problems for 
the administrator and other em- 
ployees in the long run may be in- 
creased. 

One administrator’s pet old 
guard may be the next adminis- 
trator’s headache. The administra- 
tor who encourages old guard be- 
havior in his own administration 
because of the immediate comfort 
it may seem to bring, or because 
of apparent ease of operation, 
might remember the possible 
threat to the next administrator. 

Encouraging the old guard to 
become a more substantial em- 
ployee may require special hu- 
manitarian consideration. The ad- 
ministrator might well be prepared 
for retaliatory action from the old 
guard. Fundamentally, the old 
guard is a threat to accomplish- 
ments beyond his own sphere of 


‘interest. An abundance of gener- 


osity may be required to correct 
an earlier mistake of permitting 
an old guard to form in an ad- 
ministrative vacuum. 

The old guard is not necessarily 
a rascal by disposition any more 
than any other employee. In fact, 
most old guards are basically 
humble and can be helped if ad- 
ministrators will take the trouble. 

The basic rule for handling old 
guard personne! is to be apprecia- 
tive of them. Help them. And— 
even more important—don’t create 
any more of them. . 
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by HERBERT NOTKIN, M.D. 


ALMSHOUSE: 


chronic disease 


HIS IS AN era of rapid change 
bea our concepts of care of the 
long-term patient. With the de- 
velopment of both new medical 
techniques and new social philos- 
ophies of patient service, all as- 
pects of our traditional methods 
of caring for chronically ill peo- 
ple have come under intense scru- 
tiny. In many places, this scrutiny 
is leading to formulation of new 
ideas, redefinition of goals, and 
reorganization of programs. 

This paper discusses some of 
these changes in relation to care 
of long-term patients in local gov- 
ernmental institutions—tradition- 
‘ally known as almshouses or by 
some similar name. It is my opin- 
ion. that these public almshouses 
are gradually changing into 
chronic disease, hospitals. 


CURRENT CHARACTERISTICS 


Although many changes for the 
better are taking place over the 
country, the following quotations 
make a useful introduction to the 
current characteristics of many 
almshouses: 
Herbert Notkin, M.D., is medical di- 
rector, County of Onondaga Department 


of Public Welfare and Edward S. Van 
Duyn Memorial Hospital, Syracuse, N.Y. 
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Public almshouses are gradually 
changing into chronic disease hos- 
pitals, states the author. He discusses 
reasons for his opinion and predicts 
what chronic disease hospitals of the 
future will be like. 


1. Aged, outmoded, unsafe and in- 
adequate physical plants: 


“Here at this hospital we have 
long seen the need for construc- 
tion of a new chronic wing to 
get our chronically ill out of the 
fire traps in which they are now 
housed. All of the wards are 
crowded, and air conditions not 
good in some, to say nothing of 
the inflammable wooden building 
construction .. 


2. Physical care (including food and 
cleanliness of surroundings) usually 
very poor: 

“Chronic disease hospitals are 
conspicuous by their rarity. Their 
development has been retarded by 
almost universal neglect of wide- 
spread need for adequate, humane, 
and economical care of the sick 
with long drawn out maladies... 
chronically. sick persons in need 
of institutional care have been 


pital of the future 


? 


treated with little regard to their 
individual requirements. If they 
were poor and not too much in- 
capacitated by disease, accident, or 
congenital defect, they were ac- 
commodated in the almshouse, that 
monument to degradation...” 


3. A wide variety of patients, usually 
aged, with chronic physical disabilities 
or diseases, ranging from blindness to 
terminal cancer: 


“The old ‘almshouse’ has now 
existed well over a century; the 
conception of its purpose and of 
its management has changed little. 
There is the picture as it was, 
every possible condition of human- 
itvy’s unfortunates herded together 
under one roof and one form of 
custodial care.’ 


4. Insufficient medical and nursing 
care. This insufficiency is often one of 
quality as well as quantity: 


At the Onondaga County Home 
and Hospital, until 1955, ther: 
was one full-time and one par’ 
time physician to care for appro: 
imately 300 patients with vary 
degrees of chronic illness and 
ability, plus another 300 sur 
edly well patients. Most o° 
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latter were in the upper age group. 
No attending physicians or con- 
sultants were available. 

A reference on standards for 
chronic disease hospitals calls for 
at least five full-time physicians 
plus a wide variety of consultants 
for 150 beds. 


5. Little or no emphasis on a program 
of rehabilitation to maximum self-help: 


A study of 88 patients in the 
Monroe County: Infirmary (Ro- 
chester, N.Y.) in the summer of 
1957 showed that 50 of them could 
improve by 20 per cent or more 
and an additional 22.7 could im- 
prove less than 20 per cent by 
utilization of a rehabilitation pro- 
gram: This program was almost 
entirely lacking, except for the 
employment of one physical ther- 
apy aide (in a 700-bed institu- 
tion) .5 


6. Little or no emphasis on discharge 
of patients even when medically and 
socially feasible: 


A study of 95 custodial patients 
in Goldwater Memorial Hospital 
(New York City) showed a me- 
dian stay of 1880 days as of 
July 1, 1953.6 


7. Gradual or rapid physical and men- 
tal deterioration of patients: 


“My first vivid impression of 
the chronic wards ... is of an 
atmosphere of profound apathy 
.. . long confinement to bed with- 
out massage and passive move- 
ment... has led to rapid 
deterioration in the shape of con- 
tractures, deformities of the feet, 
and the development of incon- 
tinence . probably the most 
important is the subtle disintegra- 
tion of human personality, that is 
so common in these patients.’”’ 


8. Isolation from the main stream of 
medical progress, and from the com- 


munity in general: 


“To restore the study of the aged 
and chronic sick to the common 
stream of medical activity seems 
to me the paramount necessity 

there is no doubt that a 
necessary prelude to real improve- 
ment in the chronic institutions is 
regular visiting for teaching, in- 
vestigation, and review by physi- 
cians in active charge of general 
hospital beds.’’® 
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9. A generally defeatist attitude 
toward the chronic ilinesses and dis- 
abilities of old age, coupled with a 
feeling that patients only enter the 
institution to die, even if the death 
may be delayed 20 or more years: 


“The present situation has re- 
mained stationary so long because 
these chronics have been looked 
upon as incurable. Sympathetic 
nursing care was considered all 
that could be done for them. In 
fact, these conditions have long 
been called ‘the incurable dis- 
eases’.’’9 


This gloomy but factual glance 
at the situation is not as pessimis- 
tic as it seems. In fact, there is 
reason for optimism in the many 
and rapid changes which are ap- 
pearing in the United States and 
other Western countries. 

Making some predictions based 
on current trends and on actual 
case histories of institutions, the 
following characteristics of public 
chronic disease institutions of the 
future can be forecast: 


1. Adequate medical services will be 
available. 


Whether carried out by full- 
time or part-time staff members, 
more highly trained physicians 
will be attracted to chronic care 
institutions, These physicians will 
be supplemented by consultants if 
needed. When possible, future 
chronic care hospitals will be con- 
nected with medical schools. Other 
staff members responsible for 
health services will also be of high 
quality. 

Two cases will exemplify what 
is already happening in this re- 
gard. The University of Cincinnati 
School of Medicine operates the 
medical service of the Daniel 
Drake (County) Hospital in that 
city, working on a_ contractual 
basis with the county government. 
In Syracuse, N.Y., all physicians 
affiliated with Van Duyn Memorial 
Hospital since 1955 (a total of 17 
staff members and consultants) 
hold faculty rank at the State Uni- 
versity of New York College of 
Medicine. 


2. Adequate and up-to-date facilities 
and equipment will be provided. 


Much of the equipment found 


in general hospitals will be in- 
cluded in chronic care institutions. 
Exact definitions will vary with 
the size of each institution and its 
physical and administrative rela- 
tionship to a general hospital. 
Examples range from the erec- 
tion of a new, modern and com- 
plete institution, such as in the 
Allegheny County Institution Dis- 
trict (Pittsburgh, Pa.) with its 
new 2200 bed ultra-modern alu- 
minum structure;® to the addition 
of basic equipment to an existing 
institution. An example of the’ 
latter may be seen in the Van 
Duyn Memorial Hospital in Syra- 
cuse, N.Y., where a 32-year-old 
structure was modernized with ad- 
dition of x-ray, laboratory, and 
physical therapy facilities. 


3. A rehabilitation program will be 
an integral part of the institution. 


If there is one development 
which is more striking in this 


changing field than any other, it 


is the rehabilitation philosophy 
which is beginning to spread 
through public chronic disease in- 
stitutions. An excellent example is 
the conversion of the Crystal 
Springs Home in San Mateo, Calif. 
to Crystal Springs Rehabilitation 
Center, with all the changes the 
name implies.!” 

A similar program in Pittsburgh 
which indirectly gave rise to the 
new structure referred to above 
has been widely reported. In fact, 
it is probably not too much to say 
that the development of the Alle- 
gheny County Program by Murray 
Ferderber, M.D., gave the major 
impetus to the development of 
such programs throughout the 
country.!9, 13 


4. The chronic disease institutions 
will become an integral part of the 
community. 


This will involve referrals to 
general hospitals for specialized 
care and acceptance of patients 
from other institutions for physi- 
cal rehabilitation or terminal care, 
as well as working out close re- 
lationships with other community 
agencies involved with chronic dis- 
ease problems. This is exemplified 
by the Van Duyn Memorial Hos- 
pital in Syracuse. Formerly it was 
used by general hospitals only 
for transferring “undesirable” pa- 
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tients. It is now receiving refer- 
rals for rehabilitation and conva- 
lescent care. At the same time, it 
refers patients to general hospi- 
tals for surgery and specialized 
services of various kinds. Van 
Duyn Memorial Hospital is in- 
volved in joint research projects 
with the medical center and is 
working out affiliation with schools 
of nursing. It is also constantly 
referring patients to various com- 
munity agencies, from the visiting 
nurse association to recreation 
centers for senior citizens." 


5. The public chronic disease institu- 
tion will begin to accept paying pa- 
tients. 


As the services of this type of 
institution improve, there will be 
more requests for care on the part 
of paying patients. In view of the 
shortage of adequate chronic dis- 
ease facilities operated by nongov- 
ernmental agencies, this seems to 
be a desirable development. An 
example of this is seen in Ro- 
chester, N.Y., where the Monroe 
County Infirmary accepts paying 
patients. Adequate medical staff, 
good nursing care, and modern 
equipment and facilities make this 
more desirable than nursing homes 
for many patients and their fam- 
ilies. 

6. The attitude of the institution will 
change from one of apathy and despair 
to one of hope. 


Future chronic care hospitals 
will emphasize human _ values 
rather than merely provision of 


HOSPITAL GIVES ITSELF A PARTY + 


August 18, 1958, was a special day at 
Clara Maass Memorial Hospital, Belleville, 
N.J. It was the first anniversary of the hos- 
pital in its new building. This year also 
marks the 90 years of service for the 282- 
bed hospital in the Newark-Belleville area. 

To celebrate the hospital's first year in its 
home”, Albin H. Oberg, executive director of the 
hospital, prepared a special greeting card for all 
patients in the hospital that day. The card, which 
was placed on the patient's dinner tray, expressed 
appreciation to those who contributed to the con- 


struction of the new building. 
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sheltered care. A quotation from 
a recent paper describing the Crys- 
tal Springs Rehabilitation Center 
in San Mateo, Calif., exemplifies 
this: 

“While it did not take long to 
change names and terms, it took 
a little longer to develop the pro- 
gram and philosophy indicated by 
these terms and to teach a largely 
untrained staff to center their ef- 
forts on restoring dignity, status, 
self-respect, and self-esteem in 
the individual patient.”!” 


COOPERATIVE VENTURE 


Most of the discussion in this 
paper refers to the independent 
chronic disease hospital. For vari- 
ous reasons, particularly because 
of the huge investment in physi- 
cal plants, such institutions will 
continue to exist at long distances 
from the general hospitals for 
many years to come. It should be 
clearly pointed out, however, that 
modern thought in the field prefers 
the construction of chronic dis- 
ease hospitals to be closely physi- 
cally related to general hospitals. 
A major reason for this is the 
fact that such physical proximity 
allows the easy development of 
both shared services and close 
working relationships between the 
staffs of the two institutions. While 
relationships of this type can be 
developed without such physical 
proximity, distance certainly in- 
creases the difficulties involved in 
cooperative ventures. 

The few examples covered in 
points one through six above are 


new 


indicators of a trend which seems 


to be spreading throughout the 
country and in other parts of the 
world. The role, purposes, and 
functions of the public chronic 
disease institution are changing in 
a remarkable degree. Further at- 
tention to these changes by mem- 
bers of the health professions and 
local governmental agencies should 
have a marked effect on treat- 
ment and rehabilitation of the 
chronically ill patient. 
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Mr. Oberg also announced on the card that the 
hospital is planning to build a new unit for the 
school of nursing. He invited each patient to light 
the candle on the first anniversary cake. (A cup- 
cake with a candle was included on each tray). 

Special tray covers and napkins were used for 
each meal that day. Turkey, steaks and anniversary 


cake were served to all patients on normal diets. ® 
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of physidert s service 
on hospital utilization 


by MILTON |. ROEMER, M.D. 


| Bee GREAT increase in hospital- 
ization rates associated with 
prepaid hospital care has led to a 
widespread belief that many of 
the admissions are unnecessary.! 
Among other things, it is often 
claimed that patients are being ad- 
mitted to the hospital essentially 
for diagnostic purposes—without 
really requiring bed care—simply 
because the prepayment coverage 
(Blue Cross, commercial insurance, 
or other) finances elaborate and 
expensive tests without direct cost 
to the patient. If these laboratory 
and x-ray procedures were per- 
formed outside the hospital, the 
patient rather than the insurance 
plan would have to pay for them. 

From this reasoning, it is often 
concluded that the provision of 
physician’s care insurance for 
home and office care will reduce 
the hospital admission rate and 
thereby save the community 
money. Hospital care is expensive, 
now costing $25 to $30 per patient 
day in the average general hospi- 
tal in the United States. It would 
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Prepayment for physician’s care in 
the home, office, and hospital tends 
to increase rather than decrease hos- 
pital utilization, states the author. He 
discusses this conclusion in relation to 
data from Saskatchewan's comprehen- 
sive health insurance plan. 


follow, therefore, that the per- 
formance of diagnostic procedures 
in a physician’s office or a hospital 
clinic, while the patient resides in 
his own home or even in a hotel 
(if he lives at a distance from the 
medical resource), would be more 
economical than occupying a hos- 
pital bed for the same purpose. 

One way of summarizing the 
issue has been to suggest that the 
provision of comprehensive health 
service insurance (including phy- 
sician’s care in the office, home, 
and hospital as well as hospi- 
talization) is really more econom- 
ical than hospitalization insurance 
alone, since it facilitates the provi- 
sion of care under the least expen- 
sive circumstances. It would, at 
least, avoid incentives toward ex- 
travagance. 

It is also argued that prepaid 
physician’s care can reduce hospi- 
tal utilization by promoting the 


early and prompt diagnosis of dis- 
ease, when it can still be treated 
on an ambulatory basis. In the ab- 
sence of prepaid physician’s care, 
the patient may delay seeking 
medical care until the disease has 
progressed to a serious stage when 
hospitalization becomes necessary. 


POSSIBLE PREVENTION 


There is doubtless much sound- 
ness in these analyses. Most phy- 
sicians and hospital administrators 
can recall cases admitted for the 
above reasons. These circumstances 
might have been avoided if such 
patients had easy access to physi- 
cian’s services, without economic 
deterrents, outside the hospital. 
Data bearing on this question have 
recently been presented by Paul 
Densen in this Journal. These data 
are based on experience in New 
York City.” 

Densen showed that persons cov- 
ered by the Health Insurance Plan 
of Greater New York, as well as 
Blue Cross, used fewer days of 
hospital care than other Blue 
Cross members not entitled to 
prepaid physician’s care in the 
home and office. The latter group 
had Blue Shield coverage which 
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Table 2—Hospitalization and prepaid physician's core: Days 


paid, on a fee-for-service basis, 
the costs of in-hospital medical 
and surgical service, but not care 
rendered outside the hospital. 

The key findings were that Blue 
Cross-Blue Shield members had a 
hospitalization rate of 680 days 
per 1000 persons per year, com- 
pared with a rate of 580 days per 
1000 persons per year for Blue 
Cross-H.I.P. members. Densen also 
took care to correct both groups 
for age and sex composition and 
even occupational or educational 
level, since persons of higher in- 
come and educational level might 
well be more “health-conscious” 
and aggressive in seeking medical 
care of all sorts, and thereby dis- 
tort any comparisons. 

The difficulty with the Densen 
analysis is that a subtle third fac- 
tor has been introduced, of which 
he could not take account. This 
was the influence of the fee-for- 
service system of paying for phy- 
sician’s services. The Blue Shield 
policy pays physicians on a fee 
basis, while the H.I1.P. policy pays 
physicians’ group clinics on a cap- 
itation basis, with the individual 
physicians usually receiving a sal- 
ary. The former system creates 
some economic incentive for hos- 
pital admission (since prepaid fees 
are received only for in-hospital 
service and, indeed, such service 
usually yields higher fees than 
ambulatory care), while the latter 
system lacks such financial incen- 
tive for or against hospital admis- 
sion. Operating even in a minor 
degree, these pressures might ac- 
count for the lower hospitalization 
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rate observed under the H.I.P. con- 
tract, rather than this being due 
to the availability of prepaid am- 
bulatory care. Other particulars 
about the admission privileges in 
New York hospitals of H.I.P. doc- 
tors, compared to others, may also 
influence the relative admission 
rates. 


SASKATCHEWAN DATA 


As it happens, a laboratory in 
which to test more clearly the 
hypothesis about the influence of 
prepaid physician’s care on hospi- 
tal utilization is found in the prov- 
ince of Saskatchewan. Here for 
more than 10 years, since Janu- 
ary 1947, the entire population 
has been covered by hospitaliza- 
tion insurance with virtually no 
limitations. There are no maxi- 
mum days of coverage, no restric- 
tion of maternity cases or pre- 
existent conditions, no age limits. 
Only a few expensive drugs are 
excluded when other less costly 
and equally effective ones are 
available. Combined with the hos- 
pitalization coverage, is a variety 
of programs of prepaid physician’s 
care which include services not 
only in the hospital but in the 
office and home as well. Detailed 
data are available on the hospi- 
talization rates of persons covered 
by various programs of physician’s 
care, as well as for those covered 
only by hospitalization but with- 
out any insurance for physician’s 
care. 

What are the findings under 
these circumstances? Comparative 
data have been compiled, though 


Table 1—Hospitelization and prepaid physician's core: Cases 
admitted per 1000 persons per year under hospital care insur- | core per 1000 persons per year under hospital care insurance 
ance combined with various arrangements for prepaid physician’s | combined with various arrangements for prepaid 
care; Saskatchewan, Canada, 1954. care; Saskatchewan, Canada, 1954. 
Type of community Swift Carrest| Manicipal (Voluntery med.| Noninsared | Type of communify Swift Corrent| Municipal (Voluntary med. 
health region | doctor plans | cere plans | for med. core health region | doctor plans | care plans 
Cities of more — — 161 — Cities of more — — 1,952 
than 50,000 than 50,000 
Cities of 5,000 219 — — 195 Cities of 5,000 | 2,291 — a 
to 50,000 to 50,000 | 
Towns of 1,000 | 330 249 226 230 | Towns of 1,000 / 2,945 2,707 | 2,804 | 2,3347 
to 5,000 to 5,000 7 
Villages of less 292 222 274 231 Villages of less | 3,199 2,300 2,819 2,388 
than 1,000 than 1,000 
Rural areas 253 207 207 197 Rural areas 2,346 1,887 2,048 1,854 


not previously published, for the 
year 1954. The basic findings are 
presented in Table 1 and Table 2. 
While these findings are surely not 
definitive and the problem war- 
rants much more detailed study, 
their presentation at this time may 
advance the exploration of this im- 
portant question of social policy. 

It should be explained that in 
the “Swift Current health region” 
(Col. A on the charts) there is in 
effect a prepaid medical care pro- 
gram with free choice of doctor 
(both general practitioner and 
specialist) and complete cover- 
age for home, office, and hospital 
care, paid for on a fee basis. The 
entire population of this sparsely 
settled region—or approximately 
50,000 persons—is enrolled. 

In the areas covered by “munic- 
ipal doctor plans” (Col. B) there 
are one or sometimes two general 
practitioners who are paid a salary 
for general medical care (office, 
home, and hospital service). This 
care is supplemented by limited 
specialist services on referral re- 
munerated by fees. In these scat- 
tered municipalities, aggregating 
about 170,000 persons, the entire 
local populations are enrolled, so 
that there is none of the adverse 
selection of risks common under 
voluntary insurance. 

In the voluntary medical care 
insurance plans (Col. C), physi- 
cian’s care is on a fee-for-service 
and free-choice basis. Unlike tr 
other two types of plan, howev 
the enrollment is not universal! 
includes about 65 per cent of he 
local populations. Enrollmen 
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predominantly through natural 
employee, cooperative or other 
groups, although individual enroll- 
ment (with exclusion of coverage 
for preexistent conditions) is per- 
mitted. There is a practice of can- 
celing policies of either group or 
individual enrollees who have had 
high illness experience (which 
would tend to lower utilization of 
this group as a whole). The col- 
umn marked “noninsured for med- 
ical care” (Col. D) gives the 
hospitalization rates of persons 
without any type of prepaid 
protection for physician’s care. 
Persons represented in all four 
columns of Tables 1 and 2 have 
virtually unlimited hospital care 
insurance.* 

Groups encompassed under Col- 
umns A, C, and D all receive medi- 
cal care paid for on a fee-for- 
service basis, whether prepaid or 
not. Only in the municipal doctor 
plans encompassed under Column 
B is there payment on another 
basis, namely by capitation or 
salary (for general practitioner 
care) although specialist services 
may be financed through fee pay- 
ments. Certain exceptions to the 
general tendency observed below 
may, indeed, be explained by this 
payment arrangement in the mu- 
nicipal doctor areas, rather than 
the insurance mechanism as such. 
It should also be pointed out that 
in the two city categories shown 
in the tables, about half of the 
doctors practice in medical groups 
or partnerships, although these are 
rare in the towns, villages, and 
rural areas. There is no apparent 
difference, however, in the fre- 
quency of group practice among 
the four comparison areas: A, B, 
C, and D. 


TWO EXTREMES 


Whether the measure is in cases 
admitted (Table 1) or in days of 
hospitalization per 1000 persons 
per year (Table 2), the highest 
rates are found in the Swift Cur- 
rent health region, where prepaid 
physician’s care is most complete 
—covering all the people for all 
services. The lowest rates are in 
the areas where there is no in- 
surance for physician’s care. Be- 
tween these two extremes, the 
rates are intermediate, correspond- 
ing to a kind of intermediate de- 
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gree of prepaid medical care pro- 
tection; that is, there is either 
incomplete population coverage (in 
the voluntary plan areas) or some- 
what incomplete medical service 
benefits (in the municipal doctor 
plan areas.) 

The data are presented by size 
of community, since it has been 
found in Saskatchewan that the 
conditions of life and of medical 
practice in different-sized cities 
and rural sections result in very 
different rates of hospitalization.‘ 
It would be faulty, therefore, to 
attribute to the medical prepay- 
ment mechanism differences in 
hospitalization rates which were 
mainly due to the rural-urban 
composition of the populations 
under study. Since two size groups 
of cities (more thah 50,000 and 
5,000 to 50,000 population) do not 
contain persons covered by all four 
categories of prepaid medical care, 
it is necessary to confine the com- 
parisons principally to the other 
three urban-rural categories. 
Among these, it may be seen that, 
while the rural area dwellers in 
every instance have lower rates 
of admission and of hospital days 
than the residents of the small 
towns and villages, for all types 
of community the non-medically 
insured population have less hos- 
pitalization than the comprehen- 
sively insured population in the 
Swift Current health region. 

The comparisons between the 
non-insured and the intermediate 
populations by size of community, 
are not so clear-cut and can prob- 
ably be explained by extraneous 
factors characterizing the particu- 
lar communities falling under each 
heading. As suggested above, one 
of these extraneous factors may 
well be the capitation or salary 
system of payment for general 
practitioner service in the munic- 
ipal doctor pian areas, as against 
fee-for-service in the other in- 
sured and the non-insured areas. 
This might explain the finding ob- 
servable in Tables 1 and 2, in- 
volving villages under 1,000 where 
the rates of admission and of days 
of hospital care are higher in the 
non-insured areas (Col. D) than 
in the insured areas (Col. B). This 
exception to the general tendency 
evident in both tables may be due 
to the method of paying physi- 


cians, rather than the insurance 
mechanism, just as is believed to 
occur in the Densen study. Never- 
theless, if the two intermediate 
groups—that is, municipal doctor 
plan areas (Col. B) and voluntary 
medical care (Col. C) plan areas 
—are statistically combined, it is 
then found that for each type of 
rural-urban breakdown, the hos- 
pitalization rates among the non- 
medically insured population are 
lower. 


STATISTICAL VALIDITY 


The numbers of persons involved 
in the production of these data 
are approximately as follows: 

@ Cities—210,000 
@ Towns and villages—182,000 
Rural areas—416,000 

These hospital experience -rates, 
therefore, are based on numbers 
which may be expected to yield a 
high degree of statistical validity. 
When tested for significance, in 
fact, all differences were found to 
exceed twice the standard error 
of the difference except one. This 
was, interestingly enough, at a 
point in Table 1 where the gen- 
eralization offered here appeared 
to fall down—that is, in the rate 
of 226 admissions per 1000 persons 
per year for the voluntary medical 
care plan areas compared with a 
rate of 230 for the non-insured 
areas, a difference found not to be 
statistically significant. 

One may ask whether other pos- 
sible variables could be influenc- 
ing these findings. As for age level 
there is evidence from other Sas- 
katchewan studies, to suggest that 
age composition does not signifi- 
cantly differ between areas of high 
hospitalization and low hospital- 
ization, so long as these areas are 
of the same urban-rural character.5 

As for sex, areas of high utiliza- 
tion of hospitals were found to 
have a slightly higher proportion 
of males. This fact could not pos- 
sibly explain the comparative find- 
ings, since women have a higher 
over-all rate of hospitalization 
than men. 

As for educational level, there 
may well be reason to assume that 
it is at a somewhat higher level in 
the areas of prepaid physician’s 
care than in areas without it. The 
citizens in these areas, in any case, 
have shown the initiative to pro- 
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tect their health through prepay- 
ment. This influence, however, 
could cut both ways. On the one 
hand, high education might be 
expected to induce high levels 
of hospitalization through strong 
health-consciousness. On the other, 
it might yield low levels through 
careful living and early diagnosis 
of disease. Little can be concluded, 
therefore, about any secondary in- 
fluence of educational level on the 


viding the figures on cases (Table 
1) into the figures on days of care 
(Table 2) will show that the aver- 
age length of hospital stay per 
case in the non-medically insured 
areas varies from 9.4 days in the 
rural localities to 12.3 days in the 
city group of 5,000 to 50,000 pop- 
ulation. These durations are by 
no means higher than the dura- 
tions found for the various areas 
with prepaid physician’s care. In 
every size of community, in fact, 


age duration of stay in the non- 
medically insured areas is ex- 
ceeded by that in one or another 
of the prepaid service areas. This 
finding would seem to suggest that 
one theoretical advantage of pre- 
paid physician’s care—promotion 
of diagnosis early when cases are 
less serious and can result in 
shorter hospital stay—is not borne 
out by the Saskatchewan data. In 
any event, if this theoretically at- 
tractive point has any validity, it 


Saskatchewan findings. 
One observation may be made for 
about length of stay per case. Di- 


which comparisons 
made across the board, the aver- by 


can be 
other effects of 


AMBULANCE SQUAD TRAINING ON A YEARLY BASIS 


“In this day of the disappear- 
ing hospital emergency ambu- 
lance, we feel that the education 
of volunteer ambulance squad 
members is an integral part of 
hospital activity.’ William H. 
Morrison, administrator of West 
Jersey Hospital, Camden, N.J., 
recently made this statement in 
a written evaluation of the hos- 
pital’s yearly training program 
for volunteer ambulance squad 
members. 

Inaugurated four years ago, 
this project is aimed at provid- 
ing ambulance squad volunteers 
with advanced techniques for 
use on emergenty scenes and 
in transporting patients to the 
hospital. 

Nine monthly sessions are held each year from 
October through June in the lecture hall of the 
hospital’s school of nursing. Attendance at each 
meeting has averaged 75 men and women, repre- 
senting 30 community ambulance associations from 
the three South Jersey counties primarily served by 
this 340-bed hospital. 

The meetings are held on the first Thursday of 
the month from 8-10 p.m. Refreshments, including 
coffee, doughnuts and sandwiches, are prepared 
by the dietary department and served by two day 
workers who are paid overtime. 

Some of the subjects covered in the classes are 
handling of maternity patients; oxygen therapy, 
resuscitation and suffocation; fractures; legal aspects 
of handling and care of ambulance patients; hos- 
pital policies; poison control; atomic radiation; 
shock, burns and fractures; and civil defense rescue 
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REGULAR checking of oxygen equipment is one of the first recommendations to ambu- 
lance squad members taking the nine-month course at West Jersey Hospital, Camden, N.J. 


techniques. 

Those completing the lecture series are presented 
a wallet-size certificate by the hospital. 

Recruitment for the classes is largely through 
word-of-mouth. Notices, however, are sent to volun- 
teer fire company halls and announcements of the 
meetings are released regularly to the daily and 
weekly press. 

‘Since the training program has been in opera- 
tion, the efficiency with which patients are brought 
to the hospital has greatly increased,”’ reports Ad- 
ministrator Morrison. The hospital is not the only 
one that is appreciative of the service rendered. 
Recently the ambulance squad units called a district 
council meeting and presented the administrator 
with a certificate of appreciation for community 
service.—JAMES A. DONAHUE, public relations di- 
rector, West Jersey Hospital, Camden, N. J. s 
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some of which will be mentioned 
below. 

From these Saskatchewan data, 
it would appear that conclusions 
on the net influence of prepaid 
physician’s care on hospital utili- 
zation must be drawn with caution 
and would differ from those of 
other observers. It would seem 
that prepaid physician’s care com- 
bined with hospitalization insur- 
ance can be associated with higher 
rather than lower hospital utiliza- 
tion. While this finding is sup- 
ported by findings in a generally 
rural province, it has been found 
true for differing types of rural- 
urban communities within that 
province, and there is no reason 
to believe that the same would not 
be found in larger cities if proper 
data were available for study. A 
moment’s reflection suggests that 
this should not be surprising. 

It may be true that, in the ab- 
sence of prepaid physician’s care 
in the home and office, there are 
certain cases of unnecessary hos- 
pitalization due to the patient’s 
procrastination in getting attention 
or the natural desire of the doc- 
tor to save his patient money on 
diagnostic tests. But this influence, 
if our interpretation of Saskatch- 
ewan data is correct, can evidently 
be more than outweighed by an 
opposite influence—namely, the 
medical detection of disease, other- 
wise unrecognized, for which hos- 
pitalization is indicated. 

One must remember that the 
first requirement in the chain of 
events that leads to a hospital ad- 
mission is the identification of a 
case of illness by a physician. The 
illness obviously doesn’t result in 
a hospitalization until it is seen 
by the physician and he decides 
that admission would be helpful. 
Hence, prepaid medical care, which 
facilitates the patient’s contact 
with a physician, may reasonably 
be expected to increase the rate 
of hospitalization. 


RELATED FACTORS 


Upon this basic mechanism 
there are probably superimposed 
two other closely related factors 
which would tend further to 
heighten the rate of hospitalization 
under conditions of comprehensive 
medical care insurance. 

One is the effect of pressure on 
the physician’s time. With medical 
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care insurance, illness tends not to 
be neglected so that people make 
greater demands for service. This 
need not be regarded as “abuse” 
or encouragement of hypochondri- 
asis, but simply a free expression 
of health need. Under these cir- 
cumstances, however, with the ex- 
isting supply of physicians, heavy 
demands are inevitably made on 
the doctor’s time. One of the best 
timesavers is to have a patient 
hospitalized. Whether in country 
or city practice, home calls take 
a lot of time and even office visits, 
during which laboratory tests are 
performed, are lengthy affairs. If 
the patient is hospitalized, on the 
other hand, many tests and other 
work-ups are done by an auxiliary 
staff, without requiring the doc- 
tor’s presence. On his routine hos- 
pital visit in the morning the phy- 
sicilan can conveniently see all his 
seriously ill patients without mak- 
ing trips to several scattered 
homes, fighting traffic and being 
frustrated by lack of technical 
facilities. Naturally, the doctor— 
made busier than ever by pre- 
payment—is going to hospitalize 
a high proportion of his serious 
cases to save time. 

The second supplemental influ- 
ence is doubtless associated with 
the fee system. A hospital admis- 
sion is bound to mean an addi- 
tional fee of some magnitude, 
whether there is prepaid coverage 
for home and office care or not. 
This is not at all to imply the 
intentional performance of unnec- 
essary medical procedures, but 
simply a frank recognition of the 
economic pressures that may sway 
a decision to one side or the other 
when the issue is in doubt. This 
supposition is confirmed by corol- 
lary findings in the records of the 
Saskatchewan Hospital Services 
Plan, which show particularly 
high rates of appendectomy, ton- 
sillectomy, and elective surgery 
generally in the Swift Current 
health region. 

Taken together, these three 
factors, case-finding, time-saving, 
and fee-inducements, may be ex- 
pected to heighten rather than re- 
duce the rate of hospitalization 
when prepaid medical care is com- 
bined with prepaid hospital care. 
While the third factor would oper- 
ate only when _ fee-for-service 
payment is employed, the first two 


would apply under any system of 
remuneration. These effects. may, 
as is shown by Saskatchewan ex- 
perience, more than outweigh the 
reducing influence on hospitaliza- 
tion potentially exerted by the 
early diagnosis of disease and 
provision for non-hospital diag- 
nostic work-ups under prepaid 
comprehensive physician’s care. 


COST AND BENEFITS 


This conclusion is certainly not 
meant to invite skepticism about 
the value of prepaid physician’s 
care. Quite the contrary. The so- 
cial value of prepayment for com- 
prehensive medical care as well 
as hospitalization has been demon- 
strated again and again in coun- 
tries throughout the world. It is 
intended only to help clarify 
thinking on the economic impli- 
cations of prepayment. In _ the 
alarm that is commonplace over 
rising hospital costs, one should 
not be led down false alleys to the 
expectation that these costs will 
be reduced by combining hospi- 
talization with coverage for com- 
plete physician’s care—especially 
when the latter is financed on a 
fee-for-service basis. 

The combination of prepaid 
physician’s services in home, office, 
and hospital with hospitalization 
prepayment should be evaluated 
in terms of health benefits, rather 
than solely in terms of costs. 
Doubtless some expenditures will 
be reduced, when a _ diagnostic 
work-up is done economically in 
a doctor’s office rather than ex- 
pensively in a hospital bed. But 
other costs will be added when 
new cases of illness are detected 
and hospitalized for care. 

The net effect might be sum- 
marized by saying that compre- 
hensive health service insurance 
probably doesn’t save the com- 
munity money, but it provides 
more service for that money. * 
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TORT LIABILITY 
CHARITABLE 
HOSPITALS 
TO PATIENTS 


N 1876, the Supreme Court of 

Massachusetts in McDonald v. 
Massachusetts General Hospital, 
120 Mass. 432, first announced the 
rule in the United States that a 
charitable hospital is not liable for 
injuries caused by the negligence 
of its agents and employees. The 
decision was based upon an Eng- 
lish case, Holliday v. St. Leonard’s, 
ll C.B., N.S. 192 (1860), which 
in turn was based upon the dictum 
in an earlier English case, Duncan 
v. Findlater, 7 Eng. Reprint 934 
(1839). However, the dictum in 
the Duncan case had been over- 
ruled in 1866 in Mersey Docks 
Trustees v. Gibbs, 11 Eng. Reprint 
1500, and the Holliday case had 
been reversed in 1871 in Foreman 
v. Mayor of Canterbury, L.R.6Q.B. 
214. Although the Holliday case 
had been reversed and the dictum 
of the earlier case overruled even 
before the date of the Massachu- 
setts decision, charitable hospitals 
have nevertheless been held to be 
immune by many courts through- 
out the United States as a result 
of this decision. 

A Rhode Island court in 1879 
chose to reject the doctrine of im- 
munity and in Glavin v. Rhode 
Island Hospital, 12 RI. 411, a 
charitable hospital was held liable 
for injuries caused by the negli- 
gence of an intern. But shortly 
thereafter, the Rhode Island legis- 
lature enacted a statute granting 


This material was prepared by the Joint 
Committee on Professional Liability of the 
American Medical Association and the 
American Hospital Association. The report 
was also published in the Oct. 11, 1958, 
issue of the Journal of the American Medi- 
cal Association. 


immunity and thereby repudiating 
the Glavin decision. 

Since the McDonald decision in 
1876, the general rule in the 
United States has been that of im- 
munity or qualified immunity. 
Howr ver, in recent years the trend 
has been toward the liability of 
charitable hospitals for the torts 
of their employees and agents. In 
the following states the courts 
have held charitable hospitals to 
be fully liable for the torts of their 
employees and agents the very first 
time the issue of liability arose: 
Delaware (1951), Minnesota 
(1920), New Hampshire (1939). 
North’ Dakota (1946), Rhode Is- 
land (1879) (overruled by sta- 
tute), and Vermont (1950). 

In the following states, full li- 
ability was adopted as the rule 
even though the courts of these 
states had previously followed var- 
iations of the rule of immunity or 
qualified immunity: Arizona 
(1951), California (1951), Iowa 
(1950), Kansas (1954), New Jer- 
sey (1958), New York (1957), 
and Ohio (1956). 

Despite the trend of the state 
courts in reversing their previous 
rules of immunity, the courts of 
Pennsylvania (1958) and Connec- 
ticut (1957) have noted the action 
of other courts but have refused 
to disturb their rules of immunity 
on the ground that such action is 
the prerogative of the legislature. 

In 1952, the Alaska court con- 
sidered the question of liability 
for the first time and, held a chari- 


‘table hospital liable to a patient 


who paid only part of the cost 


of his hospitalization, In 1954, a 
federal court declared that the 
rule of charitable immunity does 
not apply in Alaska. Mississippi 
(1951), Washington (1953), and 
Idaho (1956) have held charitable 
hospitals liable to paying patients, 
the latter two states reversing pre- 
vious holdings. Although these 
cases were limited to facts involv- 
ing paying patients, the court’s 
decision in each instance left the 
impression that a similar decision 
would be reached with regard to 
nonpaying patients. 

The names and citations of the 
cases referred to above are shown 
in the summary which follows 
this discussion. 

The landmark case which ap- 
pears to have given the current 
trend toward liability its great 
impetus is a District of Columbia, 
Court of Appeals decision, Presi- 
dent and Directors of Georgetown 
College v. Hughes, 130 Fed. (2d) 
810, 76 App. D.C. 123 (1942). 

Three of the judges who par- 
ticipated in the decision (Rut- 
ledge, Miller, and Edgerton, JJ.) 
held that charitable institutions 
enjoy no immunity from tort li- 
ability. The three other judges 
(Groner, Ch.J., Stephens, and Vin- 
son, JJ.) expressed no opinion on 
the question of complete liability 
and concurred only on the issue 
raised by the facts of the case 
that charitable corporations are 
responsible for the negligence of 
their servants causing injury to 
strangers. These words in the opin- 
ion written by Associate Justice 
Rutledge seem to summarize the 
trend and philosophy of current 
judicial thinking in tort law as it 
applies to charitable institutions: 

“The rule of immunity is out 
of step with the general trend of 
legislative and judicial policy in 
distributing losses incurred by in- 
dividuals through the operation of 
an enterprise among all who ben- 
efit by it rather than in leavin: 
them wholly to be borne by tho<° 
who sustain them. The rule 
immunity itself has given w> 
gradually but steadily thro: 
widening though not too we © 
consistently reasoned, moc ic: 

(Continued on page 11° 
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ASSOCIATION 


SECTION 


ANNUAL REPORT ERRATA 


The following errors have been 
found in the American Hospital 
Association’s Annual Reports for 
1958 which have been printed and 
distributed to all institutional 
memobers: 

Page XV—the name of William 
J. Donnelly was published as a 
delegate from Connecticut. Con- 
necticut has one delegate, Dr. I. S. 
Geetter. 

Page 39—in Section 2 of Article 
VI of the proposed revision of the 
bylaws, it should read “Every 
State and Province wherein Insti- 
tutional members are located and 
having at least a total of i0 votes 
as defined in Section I, Article V.”’ 

Page 91—the second sentence 
under “Finances” should read “This 
figure is nearly $200 million higher 
than the total paid in the preced- 
ing year.” 


The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in Chicago Aug. 16- 
20, 1958. Further actions of the 
Board will be reported in subse- 
quent issues of this Journal. 


FUND-RAISING 


VOTED: To support a requirement 
that the results of any fund-raising 
drive be reported publicly through the 
same communication media as those 
used to inaugurate and conduct the 
drive; further, 

To encourage postal authorities to 
enforce more vigorously statutes per- 
taining to fraudulent use of the mails 
for fund-raising purposes; further, 

To urge that, if necessary, Congress 
enact additional legislation to make 
possible more effective enforcement of 
existing postal regulations, and fur- 
ther, 

To require that any organization en- 
gaging in fund-raising activities for a 
nontax-exempt organization carry on 
its mail in a conspicuous place a 
statement such as “not a tax-exempt 
organization.” 


HOSPITAL CARE OF THE AGED 


VOTED: To authorize a study that 
will provide reliable information in 
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regard to financing of hospital care 
for persons over 65 years of age. 


VETERANS CARE 


VOTED: To write to Rep. Olin E. 
Teague (D-Tex.) stressing the need 
for full investigation and determina- 
tion of policy by Congress with respect 
to providing health care to veterans, 
and requesting that the American Hos- 
pital Association be given an oppor- 
tunity to participate in any hearings 
held in this matter, 


NURSING HOME LEGISLATION 


VOTED: To urge a more rapid de- 
velopment of nonprofit nursing 
homes; further, 

To support loans to _ proprietary 
nursing home facilities provided it is 
clearly stipulated that 1) they are med- 
ically oriented facilities and are not 
simply custodial institutions; 2) they 
cannot by definition be construed to 
be “hospitals”; 3) they meet standards 
and criteria for fire safety, standards 
of construction and development es- 
tablished for nursing homes under the 
Hill-Burton grant-in-aid program; 4) 
they be required to meet the criteria 
of need for the facility, as determined 
by the Hill-Burton Act; 5) they be 
required to meet state licensing regu- 
lations in each state; and further, 

To review annually the policy of the 
Association in regard to proprietary 
nursing homes. 


REGULATION OF HOSPITALS 
BY STATES 


VOTED: To authorize a study of 
the implications of the regulation of 
hospitals by states. 


NURSING HOMES 


VOTED: To list nursing 
further, 

To request the Council on Profes- 
sional Practice to develop, in coop- 
eration with the Council on Medical 
Services of the American Medical As- 
sociation, standards as a basis for such 
listing. 


homes: 


HOSPITAL LISTINGS 
VOTED: To approve the recom- 


mendations of the Committee on List- 
ings dated May 19 and June 20, 1958. 

Following are the hospitals which 
had been recommended for listing 
by the Committee on Listings. 


ALABAMA 
Cherokee County, Centre. 
Fifth Avenue General, Huntsville. 
Gordon-Patton, Oneonta. 
Piedmont, Piedmont. 
CALIFORNIA 
St. Mary Desert Valley, 
Apple Valley. 
Bellwood General, Bellflower. 
Community Hospital of Gardena, 
Gardena. 
North Glendale, Glendale. 
Bella Vista Community, 
Los Angeles. 
Booth Memorial, Los Angeles. 
Morningside, Los Angeles. 
San Fernando, San Fernando. 
Gilmore, San Leandro. 
California Rehabilitation Center, 
Santa Monica. 
Selma Community, Selma. 
Sun Valley, Sun Valley. 
CONNECTICUT 
H. J. Wieler, Lakeville. 
St. Agnes Home, West Hartford. 
DISTRICT OF COLUMBIA 
St. Elizabeths (Medicine and Sur- 
gery Branch), Washington. 
FLORIDA 
Franklin County, Apalachicola. 
Belle Glade Memorial, Belle Glade. 
Hendry County, Clewiston. 
Fort Lauderdale Beach, 
Fort Lauderdale. 
GEORGIA 
Georgian Clinic, Atlanta. 
Jasper Memorial, Monticello. 
Villa Rica City, Villa Rica. 
IDAHO 
Clearwater Valley, Orofino. 
ILLINOIS 
Fox River Sanitarium, Batavia. 
Chicago Home for Incurables, 
Chicago. 
Central, Clifton. 
John and Mary E. Kirby, 
Monticello. 
Paxton Community, Paxton. 
McKinley Memorial, Urbana. 


INDIANA 
William Ross Sanatorium, 
Lafayette. 
KENTUCKY 


Sturgis Community, Sturgis. 
(Continued on page 120) 
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STOCK THE NEW Volu-Trole SAFTISET 


designed for accurate volume control of solutions administered in 
amounts of 100 cc. or less. 


accurate permits precise measurement of solutions for intra- 
venous administration 


efficient provides accurate control of both fluid volume and 
drip rate. 


dependable _ reduces the possibility of fatal over-hydration in 
pediatric patients 


safe sterile, pyrogen free, ready to use 


Illustration 


1. Dispensing Flask 5. Measuring Chamber 
2. Bottle Connector Spike 6. Dripmeter 

3. Metal Shut-off Clamp 7. Saftibulb* 

4. Medicinal Entry Tubing * TM. 


Also available: The Volu-Trole SAFTIFILTER' for 
accurate control of pediatric blood infusion therapy. | 
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ONE op SOURCE... For x-ray 2 
FILM * CHEMICALS * ACCESSORIES © 


: Economical, easy-to-read 
x-ray measuring caliper 
y pe 

$350 


5 For precise radiographic measure- | 
| ments, replace your worn, distorted 
calipers now with these low-cost 
units. Range, 0 to 40 cm. Made of 
lightweight, durable aluminum. 


Lightproof 
Vent-Axia Ventilator 
drives out stale room 


air $5500 


Perfect exhaust fan for small dark- 
rooms, fluoroscopic rooms or offices. 
Mounts in metal, wood, composition 
or plywood up to ¥2” thick, requires 
6%" diam. wall opening. 


Deluxe x-ray caliper... 
the finest ever! 


$300 


Strong, polished aluminum con- 
struction makes this caliper extra- 
rigid, accurate, lightweight. 
Range, 3 to 40 cm. Special fea- 
tures help you get true laterals 

.. center sacrum and vertebrae. 


Motorless ventilator provides 
free passage for 


air circulation $2900 


Use this lightproof “breather” 
ventilator in your film-process- 
ing and fluoroscopic rooms. 
Installs in wood or metal of 
any thickness .. . requires 12” 
x 24" wall opening. 


| Mechanical interval timer... 


$1095 


preset in light — 
operate in dark! 


The ideal mechanical timer for 
7 x-ray darkrooms. Corrosion-proof 
I. case of molded styrene . . . rug- 


ged works . . . precise timing of 
? preset intervals from 15 seconds 
| to two hours, 


Lightproof speaking grille 
speeds interroom 
communication $1150 


Two-piece, black-metal grille 
lets you talk between dark- 
rooms and adjoining rooms or 
halls. Fits 6” square wall 


opening. 
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Improve skull hechnie with 
Angligner and radiographic 
manual. Both for $1700 


Specially designed fingligner 
helps you set correct\angle for 
patient's head, film 
x-ray tube. Co 
valuable 60-pfage guide to 
better skull technic. 


Stainless-steel cart 
offers clean transportation 


of wet films 


$11900 


Rubber-tired, stainless-steel 
film cart will keep your floors 
dry .. . carries up to 12 wet 
films at a time. Drip pan 
catches run-off. Size — 185%” 
wide, 33” long, 33%” high. 


Film-hanger drip trays 
stave off messy floors 


Pair $800 


Clip these trays onto film hangers 
tocatch drippings during wet-film 
viewing. Small size fits 8 x 10 


Flexible film holders... outwear 
“‘cardboards” by 


several times 


Tape-bound, tough, plasticized-paper exposure 


holders give you these special advantages: wash- 


and 10 x 12 hangers . . . larger able... pliable... won't break at folds or fray 
size fits 11 x 14 and 14 x 17 at edges. Available with or without lead backs. 
hangers. (See coupon for sizes and prices.) 


Safety step stool has countless 
uses in x-ray department 


$340 


Sure footing is provided by 
ribbed rubber, no-slip top. 
Chrome legs with rubber feet 

. non-tipping design... 
top measures 17%” x 12”... 
height of step, 105%”. 


Now everyone can afford 


stainless-steel tanks 


G-E “5-15-5" processing 
tanks offer stainless-steel 
advantages at lowest cost. 
5-gal. developer and fixer 
compartments, 15-gal. 
wash. Various models. Send 
coupon for details. 


CLIP THIS COUPON ... Or, to obtain these and hundreds of other quality 
accessory and supply items, call your nearby General Electric x-ray office. You'll find it 
listed in the Yellow Pages of your phone book. 


SEND TO: 
X-RAY DEPT. YOUR NAME . 
5 GENERAL ELECTRIC CO. | ADDRESS 
ROOM 1-106 
4 CHECK ITEMS REQUESTED: Caliper (regular) .......... $3.50 DFID ~ 
(Available in boxes of 25, 75, 100) Timer $10.95 large, pr... 38. 
Motorless ventilator $20.00 .....Angligner and technic 4 
SUPERMIX LIQUIDS DEVELOPER REFRESHER FIXER* FIXER manual 
98. ......Send me literature 
26 oz. makes 1 gal..... ........ Wet-film cart 110.00 tonk a 
4 80 oz. makes 3 gal..... ........ S96. (ete 3.52 FLEXIBLE FILM HOLDERS 12 
4.61 Lead back... $2.00 $2.50 $3.08... $3.50... 350 .. $3.85 $4.7 
i Shipping charges, sales and use taxes must be added where applicab e 
*Comes in l and 5 qt. only, to make l and 5 gal. of solution, Prices subiect to change without notice. 3 
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— after graduation, the 
average professional nurse has 
had more than one job. If she’s 
unemployed, it’s probably for one 
of three reasons: marriage, preg- 
nancy, or family responsibilities. 

These, at least, were some of 
the findings of a study of 734 
nurses who were graduated be- 
tween 1940 and 1955 from the 
Swedish Hospital (Minneapolis) 
School of Nursing. The study was 
undertaken to determine the 
length and type of nursing em- 
ployment these nurses have ren- 
dered subsequent to graduation 
and ascertain, for those nurses 
who did not continue in nursing 
employment, reasons why they 
left the nursing profession. 

After establishing a definition 
of the specific problem to be 
studied, the following hypotheses 
were developed: 

1. Two out of three graduates 
are no longer employed in nurs- 
ing after five years following 
graduation from Swedish Hospital 
School of Nursing. 

2. Approximately one fourth of 
the graduate nurses remaining in 
nursing after graduating are em- 
ployed in other than hospital 
nursing. 

This study bases all findings on 
734 respondents out of a total uni- 


Frederick R. Wolf is administrator of a 
roposed Fort Worth (Tex.) Children’s 
ospital. At the time the report from 
which this material is adapted was pre- 
pared, Mr. Wolf was administrative resi- 
dent, Swedish Hospital, Minneapolis. 


frofessional practice 


: 
gel 


The author’s study of the employ- 
ment patterns of 734 graduates of 
one hospital’s three-year nursing 
school yielded the information pre- 
sented in this article on the length 
and type of nursing employment, and 
in the case of those who had left 
nursing, the reasons for their retire- 
ment. 


verse of 882 nurse graduates in 
the 16 classes during the years 
1940 through 1955. 


EMPLOYMENT DECLINES RAPIDLY 


As of Jan. 1, 1957, the number 
of graduates currently employed 
was 346, or 47 per cent of the 
734 respondents. Each of the 16 
classes involved in the study con- 
tributed toward the presently em- 
ployed working force. The per- 
centage contributed ranged from 


‘one fourth to three fourths of the 


class graduates. Shortly after 
graduation, the number of gradu- 
ates employed declines rapidly. 
Within a one-year period after 
graduation, approximately one 
fourth of the graduates are no 
longer employed. From the group 
representing the five most recent 
classes (1951 through 1955), a 
ratio of only 6 out of 10 graduates 
were employed as of Jan. 1, 1957 
(see Fig. 1, p. 60). 

The amount of full employment 
a class provides declines sharply 
wythin three years after gradua- 
tpn The drop-outs from nursing, 


Where does she work? 


How long does she stay? 


When will she retire? 


by FREDERICK R. WOLF 


unemployed time between posi- 
tions, etc., are most evident dur- 
ing this early period. Additional 
drop-outs or unemployed time, in 
subsequent years, continue to take 
place but not at the accelerated 
rate found in the first three years 
after graduation. 

A class after one year from 
graduation may be expected to 
provide 87 per cent of full em- 
ployment. Three years after grad- 
uation a class may be expected to 
provide 71 per cent of full em- 
ployment. Sixteen years after 
graduation a class may be ex- 
pected to provide 48 per cent of 
full employment. 

The number of positions, length 
of employment, amount of full 
employment, reasons for change 
of employment, are highly re- 
lated to how long a nurse has 
been in nursing. After one year 
from graduation, the average 
class graduate may expect to have 
had 1.6 positions, providing 8.7 
months of employment on each 
position”. 

Approximately 84 per cent of 
the reasons for the 388 currently 
unemployed nurses, included mar- 
riage (18 per cent), pregnancy 
(45 per cent), and family re- 
sponsibilities (21 per cent). The 
factor of the husband changing 


jobs accounted for an additional 


*The first year after graduation is 16 
months. Graduation takes iy: in Sep- 
tember and the four months from Sep- 
tember to January 1 are added to the 
subsequent 12 months. 
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BuFFreriIn—the better tolerated antacid analgesic—is especially valuable for 
the treatment of arthritis and other conditions which require high-dosage, 
long-term salicylate therapy. BuFFERIN contains no sodium, thus is suitable : 
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Fig. 1—Cumulative percentage curve of nurses presently employed, by years following gradu- 


ation, as of Jan. 1, 1957. 


Years After Graduation 


g 10 13 15 16 


5 
Fig. 2——Reason for unemployment of 388 nurses, by graduating classes, as of Jan. 1, 1957. 


Reason : 19411 194211943 1964 11945 119461 19471 19468) 1949 11952 11953 295411955! Total 
Marriage 7 5 7 1 6 6 5 & 2 2 70 
Pregnancy 7 6 157 10] 10 4119 | 10 lz l2 73 
Family 

Responsibilities & 7 1) 8 & | 10 6 5 6 5 2 
Desire to Change 2 1 a i 
Unhappy in 
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Attend School i 2 2 7 
Husband Changed 

Jobs 3 + y) 2 3 3 5 7 2 > i 2 5 2 i 50 
Other i i 
Total 1S | 29 | 20 21 | 20 | 37 | 271 221 351 211 22 16 we 


13 per cent of the reasons for be- 
ing unemployed. A _ small per- 
centage (3 per cent) were unem- 
ployed, as of Jan. 1, 1957, because 
of changing from one position to 
another (see Fig. 2). 


FIRST POSITION IN HOSPITAL 


A high percentage of the gradu- 
ates accepted their first positions 
in the hospital field. Those who 
left the field stayed an average 
of 16 months before making a 
change. When considering the dif- 
ferences between the first posi- 
tion accepted by graduates and 
the present position of employed 
graduates, several observations 
may be made: 

1. The hospital field attracts the 
graduates accepting their first 
positions (87 per cent) but tends 
to lose the nurse to other fields. 
Only 70 per cent of the 346 cur- 
rently employed nurses are in the 
hospital field. 

2. The nurses’ first positions in 
the hospital field after graduation 
have a shorter average in tenure 
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of employment (16 months) than 
that for the currently employed 
nurses (25 months). 

3. In the field of private-duty 
nursing the percentage of gradu- 
ates selecting their first position 
after graduation (6 per cent) and 
the percentage of presently em- 


ployed graduates (5 per cent) 
have remained about the same. 
The length of employment has 
changed, however, as the average 
for the first position after gradu- 
ation (13 months) is one-third as 
long as the average for currently 
employed nurses (39 months). 

4. Currently employed nurses 
have an average length of em- 
ployment of 28 months as com- 
pared to the average of 16 months 
for nurses accepting their first 
positions. 

Not all of the presently em- 
ployed graduates are working a 
full work week. Approximately 
28 per cent of the 346 nurses are 
part-time’ employees providing 
less than half (45 per cent) of full 
employment. Seven out of 10 of 
these part-time workers are em- 
ployed in the hospital field. This 
represents 25 per cent of the 241 
graduates working in a hospital. 
Two thirds of the graduates in 
the field of private-duty nursing 
are part-time workers, providing 
only 38 per cent of a full work 


week (see Fig. 3). 


MOST GRADUATES MARRY SOON 


The study shows 79 per cent of 
all graduates are married at the 
end of the first year after gradu- 
ation. In comparing the marriage 
pattern by class years, there ap- 
pears to be a noticeable trend in- 
dicating earlier marriage for grad- 
uates of the more recent classes. 

The married nurse may expect, 
on the average, to have one child 
within three years after gradu- 
ation and two children within six 


Fig. 3—Per cent of full employment of 16 graduating classes as of Jan. 1, 1957. 


1940 1941 1942 1943 1964 1945 1966 1967 1988 1949 1950 1951 


Class Year 
1952 1953 1954 1955 


100 


80 


70 


20 


10 


HOSPITALS, J.A.H.A. 


1 | 

+) 

| | | 

| 
| 
= | | | — 
| bed | | 


for routine treatment of commonly encountered infections 
and effective therapy in Upper Respiratory 
and Genitourinary Infections. 


/ \ 


COMBIOTIC 


BROADEN THE THERAPEUTIC RANGE 
STRENGTHEN ANTIBIOTIC ACTIVITY 
REDUCE INCIDENCE OF SECONDARY INFECTION 
MINIMIZE EMERGENCE OF RESISTANT STRAINS 
SIMPLIFY ADMINISTRATION 
DECREASE COST OF MEDICATION 
REDUCE TIME OF TREATMENT 
HASTEN RECOVERY 


“The combination of penicillin with streptomycin (as in Combiotic) broadened the spectrum of activity . . . 
most important made it possible, because of an additive antimicrobial effect, to treat infections not susceptible 


to the individual drugs alone.”’! 
Available in three formulations for greater convenience and individual therapy: 


comsBiorTic Pp-s (dry powder) 0.5 Gram Formula 
300,000 units penicillin G procaine crystalline and 100,000 units buffered penicillin G potassium crystalline plus 0.56 Gm. 


dihydrostreptomycin sulfate in each dose. Available in one and five dose vials. 


comsBiorTic Pp-s (dry powder) 1.0 Gram Formula 
300,000 units penicillin G procaine crystalline and 100,000 units buffered penicillin G potassium crystalline plus 1.0 Gm 


dihydrostreptomycin sulfate in each dose. Available in one and five dose vials. 

COMBIOTIC AQUEOUS SUSPENSION (ready to inject) 

in 5 dose “‘drain-clear’’ 10 cc. vials 400,000 units penicillin G procaine crystalline and 0.5 Gm. dihydrostreptor» «in 
sulfate in each 2 cc. dose. Also available in Steraject disposable cartridges. 


Science for the world’s well being PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn « N.Y. 
1. Weich, H.: Antibiotic Med. 3:375. 1956 
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years after graduation. Of all 
married nurses, 82 per cent have 
one child or more. The 18 per 
cent who had no children largely 
represented recent graduates who 
had not yet started families. 

Approximately 35 per cent of 
the married nurses are presently 
employed, and of this percentage 
employed, 6 out of 10 have one 
child or more. Most of the married 
nurses work in a hospital (68 per 
cent) as general duty nurses. Ap- 
proximately 14 per cent work in 
a doctor’s office. 

The average length of employed 
time for all married nurses (pres-~ 
ent position) is not quite two 
years (23 months). 

Approximately 90 per cent of 
the single nurses are presently 
employed. Most of them work in 
a hospital (72 per cent as gen- 
eral duty nurses). A greater per- 
centage of single nurses (18 per 
cent) are employed as adminis- 
trators, supervisors, and instruc- 
tors than are married nurses (7 
per cent). The average length of 
employed time for all single 
nurses (present position) is 36 
months, approximately one year 
above that for married nurses. 

The single nurses appear to be 
a heterogenous group when con- 
sidering the length of employment 
time by type of position. Single 
nurses employed in the upper 
echelon of positions (administra- 
tor, supervisor, etc.) have a sig- 
nificantly greater average length 
of employed time than have the 
single nurses in the general-duty 
position. This difference may oc- 
cur because of the likelihood that 
the single nurse in the upper 
echelon position is a career nurse. 

The study included an investi- 
gation to determine the bimodal 
employment pattern in the work 
history of the graduate nurse dur- 
ing the third through fifth year 
after graduation. It was found 
through statistical analyses that a 
bimodal employment pattern was 
not characteristic of nurses in the 
years under investigation. This 
means that if a bimodal employ- 
ment pattern should exist, this 
characteristic may be evident in 
the later years of employment. 


TESTING THE HYPOTHESES 


The findings of the study test- 
ing the hypotheses were: 
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1. Slightly over half (52 per 
cent) of the graduates are no longer 
employed in nursing after five 
years following graduation. The 
hypothesis—setting forth that two 
thirds of the graduates are no 
longer employed after five years 
following graduation—was found 
to be in error. 

2. Approximately 30 per cent 
of the graduates remaining in 
nursing after graduation were em- 
ployed in fields other than the 
hospital field. The hypothesis— 
setting forth that approximately 
one fourth of the graduates re- 
maining in nursing after gradu- 
ating are employed in other than 


hospital nursing—was found to 


be reasonably correct. 
This study represents consider- 


‘able information about the em- 


ployment history of selected grad- 
uates of Swedish Hospital. The 


— 


findings of the study, however, 
should be considered only as a 
start toward understanding the 
length and type of nursing pro- 
vided by graduates, and why they 
leave the nursing profession. Ad- 
ditional research should be under- 
taken to: 

1. Determine what factors in- 
fluence a nurse to accept employ- 
ment in a given field of nursing: 
or to accept a position as a head 
nurse, instructor, or supervisor. 

2. Determine if graduates from 
different cultural backgrounds 
(economic, environmental, reli- 
gious) have similar employment 
patterns. 

3. Conduct a follow-up study 
of this same group at a later date, 
perhaps five years from now, to 
determine what changes, if any, 
have taken place in the employ- 
ment pattern of the graduates. ® 


NOTES AND COMMENT 


> 


Possible cause of postoperative infections 
in the urinary tract described in British paper 


Evidence that endemic persistence of Pseudomonas pyocyanea on 
surgical wards may be responsible for much of the infection of this 
kind which often follows catheterization and operations on the urinary 
tract was reported in an article in a British medical journal (Lancet 


1:394-397, Feb. 22, 1958). 

From his systematic examina- 
tions of certain wards, apparatus, 
and personnel in three hospitals, 
J.W. McLeod, M.D., concluded that 
infections with Ps. pyocanea are 
largely hospital infections. This 
bacterium easily adapts itself to 
the human urinary tract, especially 
ih the presence of protein exudate 
such as must inevitably be present 
after operations on the bladder. 

The apparatus in normal ward 
use in which the bacterium can 
most readily persist is the urine 
bottle and the bedpan, the report 
stated. Hospital personnel required 
to empty and rinse these contain- 
ers infect their hands repeatedly 
and thus are a source of danger 
to any patient whose bladder and 
drainage or lavage apparatus they 
have to manipulate, it was pointed 
out. 

Dr. McLeod believes much of 
this infection could probably be 
avoided by a proper use of anti- 
septics. This would involve storing 
in an antiseptic tank all urine bot- 
tles and bedpans not in use and is- 
suing bottles for use only from 


such tanks.-If each bottle were 
one-fifth filled with antiseptic so- 
lution it would be sufficient to 
sterilize bacteria excreted by the 
patient, it was stated. 

Dr. McLeod recommended two 
procedures for handling of bed- 
pans: (1) sterilization of the bed- 
pan, after cleansing, by a brief 
immersion in boiling water or a 
longer one in an antiseptic bath; 
(2) use of rubber gloves by the 
nurse or orderly handling bedpans. 
If the gloves, while still on the 
hands, were cleansed under run- 
ning water and then rinsed with 
alcohol or, better, an antiseptic 
solution before they were removed, 
the contamination of the hands 
would be reduced to a minimum, 
the article stated. 

While some antiseptics are not 
bactericidal for Ps. pyocyanea, 
phenol (carbolic acid) in a 2 per 
cent solution is adequate and 
cheap. Dr. McLeod recommended 
phenol (carbolic acid) in a 2 per 
cent solution as the sterilizing agent 
in eliminating infection in vessels 
used in collecting excreta. . 
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in the season of 


acute infections, extra 


CITRUS 


provides the increased 


VITAMIN C 


and fluid needed during 


7 


to prevent deficiency and 


help maintain resistance* 


*Tisdall and Jolliffe note the systemic 
relation in animals between 
vitamin C and resistance to infection, 
with increased needs evident in upper 
respiratory streptococcal infections. 


— In: Clinical Nutrition ed. by 
Norman Jolliffe et al. New York, 
Paul B. Hoeber, Inc., 1950, 
pp. 590-91, 637-38. 
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ORANGES GRAPEFRUIT TANGERINES 


FLORIDA CITRUS COMMISSION * LAKELAND, FLORIDA 
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The hidden dimensions 


IN LAUNDRY MACHINERY 


Beyond the blueprints and floor plans, behind the specifications and 
cost figures, there are other important dimensions to be considered in 
the purchase of laundry machinery. These are in large part measures 
not of the machine, but of its manufacturer. 


Troy, as the nation’s oldest manufacturer of power laundry 
machinery, is proud of the way it has measured up in integrity and 
service during its 90-year history. The company holds an enviable 
reputation for truly objective surveys and equipment recommendations. 
In addition, Troy’s nationwide sales and service representation with 
adequate stocks of genuine repair parts assures buyers of continuing 
satisfaction with the performance of Troy equipment. The company’s 
program of pioneering research and development of new equipment 
is unsurpassed in the industry. 


These are a few of the reasons why buyers can continue to look 
with confidence to Troy’s complete line of quality laundry machinery. 


— 
0 U LAUNDRY MACHINERY DIVISION 
American Machine and Metals, Inc. 
EAST MOLINE, ILLINOIS 
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Autchasing 


HOW PRODUCTS 


HE TERM “hospital dollar” is 
mentioned in hospital 
circles, For the purpose of this 
paper let us talk about “the pur- 
chasing agent’s dollar,” which 
amounts to anywhere from one- 
fifth to two-fifths of all operating 
expenditures. Approximately 
three-quarters of the purchasing 
agent’s dollar goes for supplies, 
materials, and equipment and the 
remaining one-quarter for serv- 
ices for which he processes orders. 
Anyone responsible for the ex- 
penditure of such a large portion 
of the hospital’s budgeted funds 
occupies an extremely important 
spot in the administrative hier- 
archy. With this broad responsi- 
bility should go the proper au- 
thority to make judgments in the 
area of procurement and supply, 
especially as they relate to new 
products. 

The point should also be made 
that the purchasing agent usually 
has responsibility for the storage 
and accountability of supplies, 
materials, and equipment, all of 
which serve to add to his stature 
in the middle management group- 
ing. 

For these and other reasons, the 
purchasing agent can be an in- 


Charles E. Burbridge is superintendent 
of Freedman's Hospital, Washington, D.C 
This article is based on a presentation at 
the 1958 annual meeting of the American 
Hospital Association. 
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OF THE FUTUR 


WILL AFFECT PURCHASING 


by CHARLES E. BURBRIDGE 


To provide the best in patient care, 


the author states, a hospital must 


keep abreast of new products, serv- 
ices, and equipment constantly being 
developed that have application in 
the hospital ficld. He makes predica- 
tions about how these new products 
and services and others of the future 
will affect hospital procedures and 
planning. 


valuable assistant to the hospital! 
administrator who is wise enough 
to use his full potential. 


ROLE AS CONSULTANT 


Hospital department heads must 
rely strongly on the purchasing 
agent in arriving at a decision 
as to which product or piece of 
equipment is to be chosen from 
the growing variety that are 
available. This tremendous in- 
crease in the over-all number of 
products available is due to many 
factors, including expanded indus- 
trial research, growth in indus- 
trial production, and the demand 
for the creation and development 
of new markets for the new prod- 
ucts. It is fairly certain that the 
number of products on the market 
will increase and with this will 
come a necessity for more con- 
sultation with the purchasing 
agent, who should be well ac- 
quainted with current product 
data, specifications, and other per- 


tinent information to aid the de- 
partment head in making the 
right choice. 


CRITERIA FOR EVALUATION 


In looking to the future and to 
the products and services that the 
future will bring there are certain 
criteria which might be used in 
evaluating new items for hospital 
use. These criteria may also be 
considered in current purchasing 
activities. These criteria can be 
simply stated as follows: 

1. Safety—in administration 
or use 
Satisfaction to patients and 
personnel 
3. Speed in 
using 
4. Serviceability (utility and 
availability ) 
5. Savings—in 
man hours 
6. Space—economy in place- 
ment or storage 

Safety—Every product that is 
being evaluated for acquisition by 
the hospital should first pass the 
test of safety. If possible, the new 
product and equipment show) 
have been thoroughly tested, pre 
erably by an impartial test 
service or laboratory. Some of 
government agencies doing 
work are the General Se 
Administration, Food and 
Administration, and Bure 


handling and 


money and 
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Ps Summary of product trends in five broad categories 
a 1 2 3 4 5 
ee Med.-Surg. Contractual Dietary Nursing Misc. 
ms 1. Disposables (See! 1. Housekeeping 1. Squeeze tube feed- 1. Central supply auto- 1. Aerosols 
list in box below) 2. Food service ing mation 2. Picturephone instru- 
2. Laboratory — Auto-| 3. Equipment mainte- 2. Microwave cooking (a) Complete pack-. ment (Pediatrics) 
= mated process of| nance 3. Infrared equipment | ing 3. Medical records au- ‘ . 
tissue examination; (a) X-ray 4. Automated trans- Preparation and tomation 
a chemical and sero- | (b) Laundry portation of food sterilization of (a) Keeping pa- 
= logical tests; count- 4. Maintenance of 5. Food preservation solutions tients’ records - . 
ha ing cells | building and ~° by atomic radiation (c) System of qual- available 
Ss 3. X-ray—lInjection of grounds 6. Disposable dishes ity control (b) Preparing sta- 
7 cobalt 90 may re-| 5. Security services and utensils 2. Automation applied tistical sum- 
i place equipment 6. Processed baby to: maries 

7 4. Diagnoses computer formulae | (a) Bed making _ {e) Providing ab- 
5. Ethylene oxide steri- {b) Record TPR, BP stracts 

= lization | (ce) Checking IV’s,|  (d) Providing data 
a 6. Multidose hydro- | | oxygen, etc. for manage- 
spray inoculating (d) Observing ment 

= unit | | | tient (4. Electrostatic dust 
| fe) Communi-| gatherers 

4 cating with pa- 5. Polyethylenes 

ws ever 9g | | 

(partial listing) | | 

4 ies: | (g) Counting and 

. Plastic needles | | order 

a . Diapers and underpads | plies | 

. Bed linens 4. Disposables 


. Surgical gowns and suits | 5. Multidose capsule 
. Patient gowns 
. Drainage bottles 


. Surgical kits with instruments 


. Surgical drapes 
’ d speed in its use or results. We hours. This is a very important 


. Surgical gloves 


O COW DB WN — 


. Nursing bottles and niggtes 
(one-time use) 

. Wash cloths 

. Oxygen tent canopy 

. Blood lancets 

. Oxygen masks 


Ww 


Standards. Among some of the 
private agencies are the Amer- 
ican Society for Testing Materials 
and Underwriters’ Laboratories. 
Testing is particularly necessary 
for electrical equipment and items 
in which sterility is a factor. 

Satisfaction—Those who use the 
product of the future must be 
satisfied that it meets the desired 
requirements. The product should 
totally fit the specifications claimed 
by its proponents and expected by 
its users. In use, the product should 
be satisfactory to patients and 
personnel. 

Speed—One of the virtues usu- 
ally cited for a new product is 
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have grown to associate the two, 
and today unless new products cut 
down handling time or time in 
administration, this criterion can- 
not be satisfied. 

Serviceability — Serviceability 
embraces two elements that are 
extremely important—availability 
and utility. The product must be 
easy to obtain in ample amounts, 
and on short notices. If it is a 
piece of equipment, the availabil- 
ity of efficient, fast service facil- 
ities should be assured. 

Utility speaks for itself. The 
product, in all probability, is being 
considered primarily because it is 
believed it will be more service- 
able than something already in 
use. Utility can be pretested by 
demonstration or by pilot use for 
a period before a decision is made. 

Savings—A natural expectation 
from a new product is a monetary 


saving or a reduction in man 


criterion—usually the one to 
which we give greatest weight. 
If the new product will cost more 
to use than current practice, there 
must be other compelling criteria, 
such as safety and speed, which 
outweigh the additional cost. 

Space—With the great demand 
for hospital beds, the new empha- 
sis on teaching and research in 
hospitals, space has become one 
of the most expensive commodi- 
ties we have. Therefore, the prod- 
uct and equipment of the future 
must meet the test of space econ- 
omy. Supplies should be either 
compact and require little storage 
space or be locally available for 
delivery on short notice. Replace- 
ment equipment should be smaller 
in dimensions than the piece being 
replaced. New equipment, by spec- 
ifications, should fit into space pre- 
determined for placement. 

It is quite obvious that rarely 
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‘would all these criteria be applied 
and that they by no means con- 
stitute a complete or foolproof sys- 
tem for wise selection of new prod- 
ucts. However, it is hoped that 
they might serve as a rather in- 
formal check list when the occa- 
sion arises. 


PRODUCTS AND CONSTRUCTION 


Product trends will have their 
influence on hospital architecture 
and construction. In the not too 
distant future, it is probable that: 

1. The uses of radioisotopes will 
practically eliminate the need for 
massive diagnostic and therapeutic 
x-ray equipment. 

2. Foods such as fresh meats 
and vegetables will be preserved 
by irradiation. Exposure to high- 
intensity electron beams will elim- 
inate the need for refrigeration. 
The Army Quartermaster Corps 
planning agency is now conduct- 
ing studies in this area which pos- 
sibly will revolutionize present 
concepts of food storage and re- 
frigeration. 

3. Electronic cooking will make 
obsolete the “hot” main kitchen 
as we now know it. 

4. Liquified foods, i.e. meats 
and vegetables, will come already 
processed and much of personnel 
time will be saved by their use. 

5. Many of the services now be- 
ing carried out in the hospital will 
be performed by the manufacturer 
before delivery. For example: 
prepacked, presterilized products 
all in standard size packs will be 
available. The number of such 
products on the market generally 
will increase but the number of 
items carried on the hospital in- 
ventory will probably diminish. 

6. Contractual purchasing will 
be practiced more and more by 
purchasing agents. Contracts for 
housekeeping, food service, main- 
tenance, guard services, and many 
other functions will be negoti- 
ated with enterprises handling 
those activities exclusively. Since 
these duties will be furnished the 
hospital by outside contractors, 
the supplies normally used in 
these activities will be dropped 
from the inventory, thus giving 
the purchasing agent additional 
time to engage in product research 
and consultation with the hospital 
staff. 

7. There will be more provisions 
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in construction plans for incinera- 
tion due to wide use of dispos- 
ables. 

8. All of the above will have 
impact on standards now being 
used in the hospital field. Storage 
space standards will be in for a 
change. Personnel to patient ratios 
will, in all probability, have to 
be adjusted to allow for the up- 
swing in contractual services and 
automation. Floor space standards 
for x-ray, laboratory, central sup- 
ply, kitchens, and. several other 
areas will be considerably modi- 


fied because of technological ad- 
vances or other innovations in 
these fields. 

There is little doubt that we are 
on the threshold of a revolutionary 
period in hospital services. Dur- 
ing the next 20 years significant 
and far-reaching changes. will 
take place. The purchasing agent, 
with his special knowledge and 
close contact with industry, will 
be called upon increasingly to 
show the way as the hospital 
makes the transition from old 
products to new. 


wheeled HYDRAULIC 
stretcher no. 41. 


FOR THE RECOVERY ROOM 


with Safety Sides 


Nurses and patients alike will appreciate the convenience, the 
comfort, the protection and the time-saving features offered by this new 
hydraulic stretcher with smooth sliding safety sides that will not bind. 


vy 30-degree Trendelenberg 

vy 4-wheel brakes 

%v 11 inch height adjustment 
to 40%”) 

Shoulder braces 

vw Head rest 

wl. V. rod 

vr Removable utility tray 


See this and other models 

for anocesthesia, X-Ray and 
emergency room, at your F. & F. 
authorized dealers, or write 

for brochure. 


OTHER FEATURES OF MODEL No. 41: 


co 


vr Foam Rubber mattress 
vv Conductive cover 

vw Self-storing safety sides 
w Positive Lock 

yr Fully ball-bearing casters 
vr Adjustable back rest 


(respiratory position) 


vy Wall-Saver Bumper 


A REAL INNOVATION FOR THE HOSPITAL FIELD 


at Dept. H-10, 96 Caldwell! D: ve 
Cincinnati 16, Ohio 
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Electric collator (20C-1) 
Manvfacturer's description: Desk-top, 


portable six-sheet electric collator 


will gather 120 sheets or 20 sets 
of six sheets each per minute. Each 
of the six bins holds 1% in. of 
8% by l1l-in. paper. Burred feed 
rollers assure positive contact with 
every sheet and minimize double 
sheet movement. The machine will 
collate most tissue, onionskin, one- 
time carbon, bond, mimeo and 
lg-in. cardboard. Thomas Colla- 
tors, Inc., Dept. H, 50 Church St., 
New York 7, N.Y. 


High-compression steam cooker 


(20C-2) 
Manvfacturer’s description: High-com- 


pression steam cooker provides 


and review 


steam at 15 lbs. p.s.i. gauge pres- 
sure in an average of 45 seconds 
and begins cooking immediately 
when the timer dial is set. The 
unit can turn out cooked potatoes 
at the rate of two bushels an hour. 
The cooker features a_ special 
browning unit, permitting foods 
to be finished off with oven-brown 
appearance and flavor. A ‘special 
humidity control provides either 
moist or superheated steam when 
cooking starts, Special safety 
features are an overheat switch, 


flood control thermostat, and a 
pressure release valve. Hotpoint 
Co., Commercial Equipment, Dept. 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRODUCT NEWS 


Electric collator (20C-1) 
_..Patient restraint (20C-9) 
__.Heavy-duty cleaner (20C-10) 
Plastic needle (20C-11) 
_.Linen truck (20C-12) 


_____High-compression steam cooker 
(20C-2) 
machine (20C.3) 
__..... ECG QRS marker (20C-4) 
Fleer sanitation aid (20C-5) 
_.Bell cord holder (20C-6) 
Hand-operated calculator (20C-7) 


PRODUCT LITERATURE 


Visualization brochure (20CL-1) 
Test equipment bulletin (20CL-2) 
_..Kemrock (20CL-3) 
_..Durcon laboratory sinks (20CL-4) 


NAME and TITLE 


_.New electrocardiograph (20C-8) 


_Indicator tape (20C-13) 
Permanent memorial tablet (20C-14) 


Gyro casters (20CL-5) 

Steel cabinets (20CL-5) 
Soap buying guide (20CL-7) 
Floor care booklet (20CL-8) 


(Please type or print in pencil) 


New product descriptions in- 
cluded in this section are con- . ° 
densed from reports furnished ; 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


H, 6201 W. Roosevelt Rd., Ber- 
wyn, Ill. 


Dictating machine (20C-3) 

Manufacturer's description: Magnetic 
tape combination recorder-tran- 
scriber features a new microphone 
which electronically actuates all 
operations right from the micro- 


phone’s handle. Once the machine 
is turned on—by a unified push- 
button on-and-off and volume con- 
trol knob—fingertip action will 
electronically operate the start, 
stop, fast-rewind, record, playback 
and error correcting’ controls. 
Seribe Distributors Co., Dept. H, 
6949 W. North Ave., Oak Park, Ill. 


ECG QRS marker (20C-4) 


Manvfacturer’s description: This unit is 
a completely transistorized low- 
frequency amplifier specially de- 
signed to amplify weak heart 
voltages (of about 1 millivolt) to 
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No other all-electric bed offers all the advantages of the De 


ALL-ELECTRIC HOSPITAL BED a 

4 
for patients’ comfort and the saving of nursing personnel’s time = 

3 — Panel height of bed can be adjusted from 15” to 30”, ia 

or a mattress height of 19%” to 341%”. 

4 — Central location of electrical mechanism provides full f 

working clearance beneath bed. a 

5 — 3-piece, posture-firm mattress panels eliminate need 7 

for bed boards. Overall length of mattress surface = 

7 feet. 
6 — Head, seat and foot sections are electrically, individu- a 
ally activated, merely by pushing a button. a 
1—8 distinct motorizing actions —the entire bed is 7 — More medical positions can be obtained electrically | a 

electrically operated, smoothly, quietly. with the American than with any other electric bed. 
2 — Hand-held push-button control is instantly accessible 8 — Construction of bed permits easy storage of side rails 
for patients or nurses. : under mattress panel. 


Fully automatic . . . no hand cranking .. . all positions Adjustment to low chair height assists patients in early 
can be changed by patients with a flick-of-the-switch. ambulation. 


= 


ra 


Whe 

* 

ve 


Nursing personnel can conveniently tend to patients’ needs, Side rails are quickly raised and securely held in place Ge 
or make beds, without stooping or bending. for patients’ safety. Bey 


We invite your inquiry 


AMERICAN METAL PRODUCTS COMPANY 4 
DETROIT 4 amp MICHIGAN 
® 
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This hospital saves $30,737 a year with their new 


highly automated, American-equipped laundry. 


The American Laundry Machinery Company ALM-565 
Cincinnati 12, Ohio 


Please send complete information on American’s modern, 
labor-saving laundry equipment. 


ADDRESS 


CARE OF ; 


NAME 


ciITY ZONE STATE | 


Automatically controlled, labor-saving ma- 
chinery proved the only answer to overtaxed 
laundry facilities when _sutter Community 
Hospital, Sacramento, California, increased its 


capacity by 112 beds. 


The investment in up-to-date laundry ma- 
chinery has paid off handsomely. Besides in- 
creasing production from 32,850 to 40,500 Ibs. 
per week in the same floor space, 8 fewer em- 
ployees are turning out better quality work than 
ever before. All this adds up to a whopping big 
annual savings of $30,737. 


Modern, labor-saving equipment could be a 
profitable investment for your hospital. That’s 
because your laundry is one of the few places in 
the hospital where machines can do the work 


instead of people. 


Find out what an important difference today’s 
equipment can make in your laundry operation. 
For complete information, contact your near- 
by American Man from the Factory or clip 


and mail coupon. 


THE AMERICAN LAUNDRY MACHINERY COMPANY, CINCINNATI 12, OHIO 
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more from 


Automatically Unloaded, the two 400-Ib. ca- 
pacity Cascape Unloading Washers (above) 
save labor and produce more loads per day. in 
Sutter Community Hospital’s automated laun- 
dry. Automatic Washing Controls assure uni- 
form, high-quality washing, save water and 
supplies and shorten washing time. Controls 
take Washers through complete cycle without 
attention from operator. 


Push-Button Controls, electric-powered hoist 
and overhead conveyor speed work flow to and 
from this Norrux Extractor. This eliminates 
many back-breaking chores. 


High-Production Ironing and automatic fold- 
ing with this Super-Syton Flatwork Ironer 
and TruMatic Folder make it possible for only 
a small crew to beautifully finish 23,000 Ibs. of 
linens each week, 
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0.5 volt for simultaneous record- 
ing with other physiological phe- 
nomena. The gain of the amplifier 
is such that heart voltages will 
produce full scale deflections on 
nearly all modern cathode ray 
oscilloscopes. The portable unit in- 
corporates self-contained batteries 
(1000 hours). Taber Instrument 
Corp., Dept. H, 107 Goundry St., 
North Tonawanda, N.Y. 


Floor sanitation aid (20C-5) 
Manufacturer's description: These floor 


Sanitation aids are injection 
molded of nylon and are fully 
guaranteed by the manufacturer. 
The utilization of these guards un- 
der filing and storage cabinets 
makes it possi- 
ble to easily 
slide the filing 
equipment to 
remove dust and 
dirt. Since the 
guards are per- 
fectly smooth, 
there is no 
scratching of 


In addition to 
the advantages 
of greater cleanliness, there is the 
factor of preventing floor surface 
staining caused when floor clean- 
ing liquids remain under cabinets 
because of inaccessibility. Van- 
guard Sales Co., Dept. H, 925 
White Henry Stuart Bldg., Seattle 
1, Wash. 


Bell cord holder (20C-6) 
Manufacturer's desc.iption: Bell cord 


holder, in addition to its primary 
function as a call bell holder, can 
also be used to hold light switch 
cords, I.V. tubes, catheters, or 
drainage tubes. A spring clip has 
been added to hold disposable 
paper bags. Installation is accom- 
plished by hooking the bed clamp 
over the top of the gatch frame 
and tightening the thumb screw 
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floor surfaces. . 


from the underside. The beveled 
end of the spring bracket is then 
inserted into the guide clip open- 
ing on the bed clamp. Samna 
Products Co., Dept. H, 303 Vir- 
ginia Ave., Sturgis, Mich. 


Hand-operated calculator (20C-7) 
Manufacturer's description: Designed for 
simplicity and ease of operation, 
hand-operated calculator performs 
all calculating functions. Unique 
back transfer device is useful in 
performing repeated calculations, 
such as discounting. It has the 


mechanical ability to transfer a 
number from the result register 
to the setting board, thus retain- 
ing the result without having to 
reset the machine. The machine is 
being offered at $99. Facit, Inc., 
Dept. H, 404 Fourth Ave., New 
York’ 16, N.Y. 


New electrocardiograph (20C-8) 

Manufacturer's description: New ECG 
has several unique features: A 
two-speed paper drive which pro- 


vides a 100 per cent magnification 
of the horizontal; a switch that 
automatically blanks the machine 
as the switch is turned from lead 
to lead; control grouping so that 
one hand covers all operating con- 
trols; and the use of transistors 
and printed circuits where pos- 
sible. The unit weighs approxi- 
mately 29 pounds fully packed 
with all cords, electrodes, paper, 
paste and other accessories. The 
Birtcher Corp., Dept. H, 4371 Val- 
ley Blud., Los Angeles 32, Calif. 


Patient restraint (20C-9) 
Manufacturer's description: Patient re- 


straint can be applied to wrists, 
ankles, or waist of the patient. It 
permits a moderate degree of mo- 
tion, yet prevents falling from 


bed or raising of arms or legs. 
When placed about the waist, the 
patient can roll from side to side 
but cannot go beyond the edge 
of the bed. The smooth nylon 
webbing will not chafe or irritate 
the skin and the airplane-type 
buckle assures instant attachment 
or release. Duxe Products, Dept. 
H, 205-215 Keith Bldg., Cincin- 
nati 2, Ohio. 


Heavy-duty cleaner (20C-10) 
Manufacturer's description: Heavy-duty 
cleaner utilizes a quaternary am- 
monium com- 
pound for posi- 
tive bacterial 
control and a 
detergent with a 
powerful clean- 
ing action. An- 
other feature is 
its usefulness as 
a deodorizer. 
Further attri- 
butes claimed 
for the cleaner 
are that it re- 
moves all types of grit, grease 
and soap scum quickly and safely, 
can be mixed with either hot or 
cold water, hard or soft, and is 
mild to the hands. S. C. Johnson 
& Son, Inc., Dept. H, 1525 Howe 
St., Racine, Wis. 


Plastic needle (20C-11) 
Manufacturer's description: This plastic 


needle was developed to satisfy 
the demand for a flexible nontoxic 
needle which, because of its flexi- 
bility, could remain in a vein for 
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From ENT clinic to the OB ward... 

all departments find CAROLAB COTTON BALLS 
° are handy and convenient to use— 

completely free of nibs and wispy ends. . 
They are also an economical substitute 

; for sponges in many hospital procedures. 

, The laboratory and dispensary 

find that they save time and money. 

Cleaning instruments and equipment, 

stopping test tubes, bottles and capsule containers, 

are all duties which can be speeded up 

at lower costs with CAROLAB. 


reasons why leading hospitals choose 
CAROLINA COTTON BALLS 


1 Uniform in size and shape 


2 Firm, compact construction 

3 Made of finely spun, 
selected long staple cotton 

4 Highly absorbent 

5 Labor-saving—ready for immediate 
use after sterilization 


6 Actually more economical to use 
than “home-made” cotton balls or 
other manufactured balls of same high quality 


' 7 Available in 5 standard sizes: 


super 2000 per case 
* special 2000 * special is same size as large 
© large 2000 “2 but is almost twice as dense 
medium 4000 
° small 8000 


WRITE FOR SAMPLES, INFORMATION, PRICES 


manufactured 


where grown. 


. a 
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(Division of Barnhardt Mfg. Co, Inc.) 


CHARLOTTE 1, NORTH CAROLINA 
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your dependable source 


for All Hospital Textiles... 


BATHMATS 
BASSINET LINERS 


pads 
padding 


BEDSPREADS 


BLANKETS 
Bath 
Crib 
Ether 


CURTAINS 
curtain material 
DRAPERY MATERIAL 
LAUNDRY FELT 
MATTRESS COVERS ty 
PIECE GOODS ers 
white and colored : 


PILLOWS 

PILLOW CASES 
PILLOW COVERS 
SHOWER CURTAINS 


SHEETS 
BED 
Cas Whatever your needs—from a wash cloth to a bolt of drapery 
en material—Carolina has it or can get it. Your textile problems are 
percale our business. 
contour More important, Carolina has in stock a complete selection of . 
SHEETING grades—from service weights to luxury items, unbleached muslin to 
hed 
a. P percale—to meet your individual requirements, and your budget ! 
jode green A Carolina representative will be glad to show you samples, help 
TAPE you in any possible way. 
TABLE LINENS Send for a complete Carolina catalog if you do not have one readily 
tablecloths available—14-page section on textiles included. 
napkins 
fray covers 
TICKING 
TOWELS 
ferry IMPORTANT: Carolina carries only branded merchandise—your guarantee of 
huck dependable uniformity. High tensile strength, long wearing characteristics 
absorbent are inherent in products bearing the maker's own name. 
kitchen 
name woven 
TOWELING 
UTILITY FABRICS 
drill 
twill 


duck 


Carolina Absorbent Cotton Co. 


a (Division of Barnhardt Mfg. Co.) 
Ol CHARLOTTE 1, NORTH CAROLINA 
quality products of cotton since 1900 
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a long time, thus eliminating the 
necessity of repeated venipunc- 
tures. This needle is intended. for 
one-time use only and cannot be 
taken apart and reassembled. The 
needle can be sterilized by auto- 
claving for 20 minutes at 15 Ibs. 
Rochester Products Co., Dept. H, 
300-302 First St., N.E., Rochester, 
Minn. 


Linen truck (20C-12) 
Manufacturer's description: Heavy-duty 


basket truck for handling of 


soiled or clean linens is of all-steel 
construction. Unlike trucks using 
a canvas bag, this truck is fully 
ventilated and easy to keep sani- 
tary. A plastic liner may be added 
to keep work moist. The trucks 
“nest” when empty to save floor 
space. They are made in 8-bushel, 
14-bushel, and 20-bushel size. The 
Key-Tag Checking System Co., 
Dept. H, 6509 Hough Ave., Cleve- 
land 3, Ohio. 


Indicator tape (20C-13) 


Manufacturer's description: Pressure- 
sensitive autoclave label is posi- 
tive “time sterile indicator” (TSI). 


When the word “sterile” appears 
on the label, it indicates the item 
has been in the autoclave for a 
complete standard sterilization cy- 
cle. The invisibile word “sterile” 
will appear after the tape has been 
autoclaved at temperatures of 
250°F. for at least a period of 15 
minutes. Professional Tape Co., 


OCTOBER 16, 1958, VOL. 32 


Inc., Dept. H, 355 Burlington Ave., 
Riverside, Ill. 


Permanent memorial tablet 


(20C-14) 
Manufacturer's description: This new type 


of permanent memorial consists of 
a book crafted in hand-tooled 
bronze with a cover which swings 
open to reveal the names of donors 
and contributors being memorial- 
ized to show permanent appreci- 
ation. of their gifts. This eliminates 
the need for attaching numerous 
small plates to walls and furnish- 
ings as all names and data can be 
assembled and exhibited in one 
compact, easy-to-consult register. 
Names can be added as desired at 
any time. Recessing in the wall is 
not necessary. It is available in two 
sizes: 25” x 32” with space for 


3250 names and 15” x 18” for 
1050 names on copper pages with 
letters etched in relief. Newman 
Brothers, Inc., Dept. H, 660 West 
4th St., Cincinnati 3, Ohio. 


literature 


SEE COUFON, PAGE 73 


Visualization brochure (20CL-1)— 
More than 550 pressure-sensitive 
tapes in varying sizes, colors and 
patterns are described in 32-page 
booklet “Visualization Made Eas- 
ier.”” Products are useful for mak- 
ing graphs, charts, layouts, slides 
and other presentations. Chart- 
Pak, Inc., Leeds, Massachusetts, 
Dept. H. 


Test equipment bulletin (20CL-2)— 
Technical data and costs on a wide 
range of testing instruments are 
described. Volt-ohmmeters, vac- 
uum tube volt-ohmmeters, micro- 
testers and refrigeration and air 
conditioning test equipment are 
included. Simpson Electric Com- 
pany, 5200 N. Kinzie St., Chicago 
44, Ill., Dept. H. 


Kemrock (20CL-3)—Kemrock, an 
impregnated natural stone material 
for heavy-duty laboratory work 
tops, is described in detail. Chemi- 
cal and physical data are included. 
Kewaunee Manufacturing Com- 
pany, Adrian, Mich., Dept. H. 


Durcon laboratory sinks (20CL-4)— 
Folder describes new line of cor- 
rosion-resistant sinks. Included are 
a corrosion resistance chart, di- 
mension table and procedure for 
installation. The Duriron Company, 


Inc., Dayton 1, Ohio, Dept. H. 


Gyro-action casters (20CL-5)—A de- 
sign that substitutes gyro-action 
bearing in place of a king pin is 
described in a catalogue on the 
company’s 3100 caster series. The 
Rapids-Standard Co., Inc., 342 
Rapistan Bldg., Grand Rapids 2, 
Michigan., Dept. H. 


Steel cabinets (20CL-6)—Four page 
bulletin describes line of steel stor- 
age cabinets for hospital and office 
use. Penco Division, Alan Wood 
Steel Co., 200 Brower Ave., Oaks, 
Pa., Dept. H. 


Soap buying guide (20CL-7)— 
Pocket size booklet lists and de- 
scribes 40 cleaning products avail- 
able from the company. Each 
product includes useful informa- 
tion as well as details on sizes, 
weights and packaging. Colgate- 
Palmolive Company, 300 Park Av- 
enue, New York 22, N. Y., Dept. H. 


Floor care booklet (20CL-8)— | nde 
the title “What Every E2. tive 
Should Know About Th. Vital 


One Thousandth of an I this 
booklet discusses proper .atment 
for maintaining various vpes of 
floors frequently found in hospitals. 
Masury-Young Compan; Dept. H, 
76 Roland Street, Bosto, °°, Mass. 
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Supervisory DataCenter. More than 350 control trial buildings, banks, shopping centers and churches. 
centers using the basic principles outlined here have Their sizes are from one square foot to many times 
been sold by Honeywell for all types of buildings— larger than panel shown here. List of all these instal- 
including hospitals, schools, hotels, office and indus- lations or those in your area furnished on request. 
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can practically manage themselves! 
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Honeywell now centralizes supervision of building functions— 


= 


. replaces legwork with cheaper, faster electrical signals. 


cleaner supervision 
Panel supervises operation of electronic 
air cleaners to protect hospital cleanliness, 
trap microscopic particles, give bacterial 
and viral arrestance of 90% or more, 


Remote control and communication 
Lets nurse control temperatures in 
sterile areas and in areas where control by 
occupants is undesirable. She can com- 
municate with these same areas also. 


Bedside self-service center 
A mobile bedside table which can incor- 
porate: room temperature control, nurse 
intercom, clock, telephone outlet, light 
dimmer and control, other functions. 


— 


Re 


Failure Detection 
From panel, supervisor can spot trouble at 
any point in aif conditioning, plumbing 
or other mechanical system, send crews 
to remedy before breakdowns occur. 


Fire detection and alarm 
Sounds alarm and flashes light showing 
fire's exact location. Supervisor can direct 
quick action. Fire-sprinkler system, if 
used, can be tied in to same panel. 


Utilities consumption records 
Gives daily departmental metered record 
of power, steam and chilled water used. 
Connected to high speed typewriter, will 
fill in regular accounting forms. 


= 


Called a Supervisory DataCenter*, this new control 
concept from Honeywell lets one man do the work 
of a whole crew. For it places all the functions 
shown above—and any others that benefit from cen- 
tralized control—under the supervision of a single 
control center. 


architect and consulting engineer. A Honeywell spe- 
cialist will be glad to work with your architect and 
engineer even before blueprints are started. 

It's at this original planning stage that his special- 
ized control knowledge can be most useful, can help 
your architect and engineer save you money. For 


It's easy to operate, requires very little special train- more information about this new concept, call your es Y 
ing. And its maintenance can be handled by a low local Honeywell office or write Minneapolis-Honey- 7 
, Cost service agreement with Honeywell. What's more, well, Dept. HO-10-131 Minneapolis 8, Minnesota. ‘= 


it can be designed especially for your hospital by your © Trademark 


in. 
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(LEFT) INFORMATION the operator can log from this instrument 
board includes boiler pressure, boiler feed pump pressure, amount 
of draft, steam flow, and the condition of the smoke (check 


list item 11). (RIGHT) AN AIR LEAK around the base of a com- 
bustion chamber, discovered on a routine check, is chalk-marked 
for caulking (check list item 18). 


WAYS CUT HEATING COSTS 


by WILLIE HAMMER 


HE EVER PRESENT financial 
which hospitals face 
require that costs be minimized 
without sacrifices of necessary 
services and quality of patient 
care. In most cases, the expense 
of providing heat for occupied 
spaces and steam for sterilization, 
laundry, and cooking purposes is 
greater by far than for any other 
utility service. 

For hospitals, the necessity of 
heating patient care areas to com- 
paratively higher temperatures for 
24 hours per day makes this cost 
substantially greater than for other 
types of buildings even under the 
best conditions. When there is 
waste, this expense mounts still 
higher. 

The following list of sugges- 
tions has been prepared not to 
deprive users of essential needs, 
but to eliminate waste, increase 


Willie Hammer is chief, Installation 
Branch, Headquarters Ordnance Weapons 
Command, Rock Island, Ill. This check list 
was are by the author from one that 
appeared in the January 1958 issue of Heat- 
ing, Piping and Air Conditioning. 
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efficiency and reduce operational 
costs. 

1. Use the type of fuel—coal, oil, 
or gas—which is most eco- 
nomical after all costs are 
considered. Use the most eco- 
nomical grade within any 
type; for example, No. 5 oil 
instead of the more expensive 
No. 2. 

2. If possible, purchase fuel dur- 
ing periods of the year when 
prices are usually lowest, and 
store until time of use. 

3. Purchase fuel for a number 
of plants with one contract 
rather than several individual 
agreements. 

4. Make certain that caloric value 
of fuel is in accordance with 
specifications. 

5. Store fuel properly. Check 
for and try to eliminate fuel 
losses due to storage, trans- 
fers, spontaneous combustion, 
weathering, or washing out of 
fines in the case of coal; leak- 
age, vaporization, or spillage 


in the case of oil; leakage of 
gas. 

Keep moisture out of the fuel. 
Install equipment to reduce 
the cost of fuel handling. Stip- 
ulate rate of deliveries to min- 
imize stockpiling and multiple 
handling. Use the cheapest 
method of transportation 
available. 


. Place heated oil tanks under- 


ground to reduce heat loss. 
Preheat heavy fuel oil suffi- 
ciently for good atomization, 
but do not overheat. Insulate 
heater and lines. : 
Investigate possibility of pur- 
chasing steam from utility 
company or neighboring plant 
at lower cost than it can be 
produced at own plant. 
Use instruments and operat- 
ing logs to maintain operations 
at the highest possible efficien- 
cies. Such instruments in- 
clude: 
(a) Gas analyzers to reduce 
the stack losses, and to 
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RESIDUE is removed from the atomizer of an 
oil-fired boiler (check list item 24). 


DAMAGED INSULATION around a valve is 
removed and the area made ready for new 
insulation (check list item 36). 
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17. 


reduce to a minimum the 
excess air being treated. 

(b) Flue gas temperature 
meters to indicate the 
possible presence of soot, 
scale, or ash on the heat- 
ing surfaces, delayed 
combustion, too much ex- 
cess air, leaky baffles, or 
improper combustion. 

(c) Draft gauges to indicate 
if the correct amount of 
air is being supplied. 

(d) Steam flow meters or 
feedwater meters to in- 
dicate the amount of 
steam being generated. 
Water meters to deter- 
mine amout of makeup 
being used. 

(e) Water temperature me- 
ters to indicate if traps 
are passing live steam, if 
condensate and exhaust 
steam are being utilized 
properly to preheat feed- 
water, if economizers are 
operating at best possible 
efficiency. 

(f) Smoke meters to indicate 
combustion conditions. 
Compute combustion effi- 
ciencies daily to be sure 
operation is at highest 
possible level. 

Operate one or a few boilers 
at high load rather than many 
boilers at low load. Test boil- 
ers to determine range of 
loads for best efficiencies and 
try to operate within that 
range. 
Boilers should be sized to 
permit efficient operations un- 
der varying and different 
loads. Where large boilers 
must be operated during peri- 
ods of light loads at low effi- 
ciencies, investigate economic 
practicability of installing 
and using a small boiler that 
can be operated more effi- 
ciently. 

Use automatic controls for as 

many variables as possible. 

Where more than one boiler 

plant is in an area, intercon- 

nect to permit operation of a 

minimum number when oper- 

ating at light loads. 

Use accumulators to balance 

loads and to permit operations 

at most economical rates and 
times. 

Do not start large boilers for 


18. 


19. 


20. 


21. 


22. 


23. 


24. 
25. 


26. 


28. 


29. 


30. 


32. 


short cold spells after the 
heating season has ended. 
Eliminate air leaks into the 
combustion chamber. 

Check ash content of coal 
fired plants to determine pres- 
ence of combustible material. 
Use steam or air jets where 
required for better mixing 
conditions, especially when 
flue gas analyses indicate the 
presence of substantial 
amounts of oxygen and car- 
bon monoxide. 

Use steam calorimeter to make 
certain that carry-over is min- 
imized. 

Keep induced and forced draft 
fans properly adjusted and 
maintained. 

Adjust coal feed for size of 
coal. 

Keep oil atomizers clean. 
Make certain that dampers 
and damper controls work 
freely. 

Provide sufficient combustion 
air, but keep draft as low as 
possible to reduce heating of 
excess air. Avoid high air ve- 
locities of inlet air which 
might carry small hot coals 
to the boiler walls and metal 
where it might fuse. 

Use economizers and air pre- 
heaters to utilize heat in flue 
gases which might otherwise 
be wasted. 

Keep heat transmission sur- 
faces clean of scale, soot, ashes, 
mud, or other foreign mate- 
rials. 

In oil or gas installations with 
manual or semiautomatic con- 
trols, make sure that boilers 
are cleared of combustible 
gases before attempting to 
restart fire after a shutdown 
While this is primarily a 
safety measure, the obvious 
damage that could occur re- 
quiring replacement qualifies 
it as a cost-saving factor 
Eliminate excessive loss by 
use of continuous blowdo 
systems. 

Use exhaust or flash st 
from steam driven ai 
equipment or from 


ocess 


work to heat feedwa'_: or for 

space heating purpos 

Use internal or exter: water 

treatment to reduce mation 

of scale with its atte dant loss 

of heat, increased cleaning 
79 
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VALVE in a main steam line 
is checked for a 
other disorder (check list 
items 42 and 47). 


OPERATORS with knowledge 
of the best way to use equip- 
ment are fundamental to an 
efficient heating operation 
(check list item 33). 


33. 


34. 


35. 


36. 


37. 
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leak or 


costs, and increased possibil- 
ity of damage to metal heat- 
ing surfaces. 


Make certain that operators 


are instructed in best methods 
of using equipment, and that 
all operators and operations 
are supervised by competent 
personnel. 

Have manufacturers’ instruc- 
tions available in order to be 
sure operations are performed 
in the manner for which the 
equipment was designed. 
Operate boilers at optimum 
conditions for which installed. 
Insulate lines, equipment, and 
boilers to reduce heat loss. Use 
refractory linings in furnaces 
to reduce absorption of heat 
transmitted by radiation. 
Maintain insulated lines prop- 
erly to prevent wetting or 
damage. 


Install heat exchangers to 


39. 


40. 


41. 


42. 


| 


utilize condensate for heating 
cold process water for laun- 
dries before the water enters 
steam-fed hot water genera- 
tors. 

Superheat steam for process 
and heating enough to reduce 
or eliminate condensation in 
mains. 

Prepare maintenance sched- 
ules well in advance to pro- 
vide time for procurement of 
necessary supplies and to 
permit optimum use of men 
and equipment. 

Make certain that steam lines 
are drained and trapped prop- 
erly. 

Make certain that steam lines 
passing over or under ob- 
structions are not air bound. 
Maintain valves properly, in- 
cluding those that permit ra- 
diators, convectors, or other 
heating units to be shut off. 


43. 


44. 


45. 


47. 


48. 


49. 


50. 


51. 


52. 


53. 


54. 


radiation 
to eliminate overheating of 
occupied spaces. 

Use thermostatic controls for 
heating spaces. Use zone con- 
trols in large buildings or for 
areas requiring different tem- 


Remove excessive 


peratures. Minimize person- 
nel required to regulate con- 
trols by use of time switches 
or by relays actuated from a 
central panel. Control tem- 
perature of the hot water sup- 
ply to make certain it is not 
higher than required. Check 
controls to be sure that they 
operate correctly and within 
set limits. 

Eliminate or reduce heat in 
spaces where it is not essen- 
tial for the comfort of per- 
sonnel, or for the protection 
of equipment, or for stored 
supplies. Block off heated 
areas from those unheated. 
Use hoods, booths, false ceil- 
ings, or small structures with- 
in large ones to hold heat 
where desired. 

Make certain that bypass lines 
around traps are not used un- 
less required. If necessary, re- 
move valve handle, lock valve, 
or remove bypass. 

Reduce line losses by use of 
gate valves wherever possible 
and by eliminating extra fit- 
tings and bends in lines. 
Remove air from radiators, 
lines, and heaters to eliminate 
its insulating effect and to 
improve the heat transfer 
rate. 

Make certain that lines are 
tight in vacuum condensate 
return systems. Be sure the 
vacuum pump is operating 
properly. 

Keep large heating systems 
balanced with orifices, valves, 
or dampers. 

With warm air systems, make 
certain that warm air outlets 
and return air intakes are not 
obstructed. 

Insulate warm air ducts in un- 
heated spaces. 

Eliminate use of live steam by 
direct injection in_ process 
equipment, and return max- 
imum amount of condensate 
to the boiler. 

Provide publicity on need for 
conservation of heat by pub- 
(Continued on page 116) 
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attack 


against the spread of infections in hospita/s 


THE WAR !S ON! Never, since the days of 
Lister have hospital personnel been waging such a 
fierce war. 

Then the enemy was all types of germs. 

Today it is staphylococcus aureus 52/42B/81 and 
other uncontrolled resistant strains. These organ- 
isms are producing serious infection in patients, 
newborn infants and hospital staff. 


INFECTIVE AGENT AIR-BORNE. It has 
been rather clearly established that the infective 
agent is usually air-borne in the form of dried fomites 
after originating in a septic wound. The primary 
means of distribution is the respiratory tract of hos- 
pital personnel. The pathogens settle everywhere. 
Tests have shown them to be hardy with survival 
from a few days to many months. 

There is only one apparent effective control: com- 
plete disinfection throughout the hospital. 


BACTERIOLOGICAL TEST RESULTS 

| Research Bulletin: San Pheno X Germicide Kills Resist- 
ant Staph. 

Research Bulletin: Hexa-Germ Prevents Staphy/ococca/ 
Skin infection in the Newborn Nursery. 

| Research Bulletin: Tests on the Preservative in Germa- 
Medica Liquid Surgical Soap. Also Irritation Test Results. 
| Tests on Hexa-Germ Antiseptic Skin Detergent with 3% 
Hexachlorophene for Pre-Operative Surgical Hand 
Washing. 

| Tests on the Bactericidal effect of Hi-Sine lodine 
Detergent-Germicide. 

Brochure of Bacteriological Studies on San Pheno X 
Germicide. 

Research Bulletin: Test Results on Forma-San 
Instrument Germicide with M. Tuburculosis. 
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It must be continual—there must be a return to 
the fashioned” hospital attitude and methods 
of asepsis. No longer can we let antibiotics substitute 


for the tried and true methods of cleanliness. 


PLAN OF ATTACK AVAILABLE. Hunting- 
ton Laboratories has developed a brochure which 
presents an outline for over-all control of infections 
in hospitals. To be successful, it must be instigated 
by the Administrative Head of the hospital. Copies 
of ‘A Suggested Plan for Infection Control in Hos- 
pitals’” are available without charge. Send for it. 
We think you will find it helpful. 

The Man Behind the Drum... your Huntington 
representative, will gladly give you all of his time 
you need to answer your questions and to explain the 
Huntington plan. His experience can be extremely 
helpful to you. Send coupon below for test result 


data and information on Huntington products. 


HUNTINGTON @# LABORATORIES, INC. 
HUNTINGTON, INDIANA 


Please send me “A Suggested Plan for Infection Control in Hos- 
pitals’ and test result data on Huntington products checked at left: 


NAME 


TITLE 


HOSPITAL 


ADDRESS 


CITY ZONE _STATE 
8 | 


“WE'VE ALWAYS COOKED : 
with GAS... 


NOW WE COOL wiTH GAS 


“Gas has always provided the speed we need for all 
cooking operations. The temperature is easily con- 
trolled, and the over-all economy of operation and low 
maintenance cost have more than backed up our choice 


of gas equipment.” 
Chef Harvey Shelton 


Too... USING CARRIER 
ABSORPTION REFRIGERATION” 


82 


When planning air-conditioning for West Suburban 
Hospital in Oak Park, Illinois, intensive studies 
proved gas best for cooling as well as heating and 
cooking. By adding a Carrier absorption unit, the 
hospital was able to take advantage of summertime 
idle boiler capacity. 

A gas-fired Carrier Automatic Absorption Refrig- 
eration unit uses low pressure steam or hot water 
to produce refrigeration for air conditioning and 
processing. And it does this directly without the use 
of a prime mover. Thus it puts heating facilities on 
a full time, year ’round paying basis. It converts 
seasonally idle or excess boiler capacity into dollars. 


This is only part of the story of the efficiency and 
economy of spécifying gas-fired Carrier Automatic 
Air Conditioning equipment. Specific performance, 
engineering data and cost details are yours for the 
asking. Just call your local gas company, or 
write to Carrier Corporation, Syracuse, New York. 
American Gas Association 


Gas -fired Carrier Automatic Absorption Refrigeration 


cuts operating expense 

lowers installation cost 

provides quiet, vibrationiess operation 
answers space and weight probiems 
automatically adjusts to varying loads 
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LAMB ROLLS 


IT’S MORE THAN TURKEY TIME; TRY PUTTING 


into everyday meats 


Y¥ TRADITION and family custom, 

the gay festive holidays of the 

year have called for the service of 

standard holiday foods. Plum pud- 

ding is served at Christmas, ham 

at Easter, pumpkin at Halloween 

and turkey almost always at 
Thanksgiving. 

Although these traditional foods 
provide a familiar backdrop for 
the holiday food table, there are 
many everyday foods—if prepared 
in unusual and attractive ways— 
that could introduce a festive note 
in the holiday season. For example 
at Thanksgiving, there are many 
ways to dress up beef, pork and 
lamb to keep in tune with the No- 
vember holiday. The following rec- 

*The following groups have contributed 
the recipes and photographs for this arti- 
cle and the material on turkey: National 
Live Stock and Meat Board, Chicago (beef 
squares— potato topping, glazed boneless 
shoulder butt with pineapple, beef and 
macaroni—Grecian style; ham and sweet 

tato roll, and spiced lamb cubes with 
ruit), Swift & Company, Chicago (lamb 
rolls), American Sheep Producers Coun- 
cil, Inc. and Theodore R. Sills & Company, 
New York (honey glazed lamb steaks), 
Pfaelzer Brothers, Inc. and Daniel J. Edel- 
man and Associates, Inc. (turkey breast), 


and Armour and Company (turkey Lou- 
isiane and turkey loaf). 
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ipes* are designed to demonstrate 
that point as well as ease of prepa- 
ration and service in the hospital. 

An entree that rates high in ease 
of service is beef squares with 
whipped potato topping. The meat 
choice is economical and the golden 
brown topping provides an attrac- 
tive main course in a one-step meat 
and potato service operation. Here 
is the recipe for 45, three-inch 
square portions: 


BEEF SQUARES—POTATO TOPPING 
(45, three-inch square portions) 
12 lbs. ground beef 
1 qt. catchup or chili sauce 
2 qts. wholewheat bread crumbs 
(soft) 
onion, chopped 
8 eggs, slightly beaten 
c. salt 
I tsp. pepper 
1 gal. seasoned mashed potatoes, hot 


1. Combine beef, catchup or chili 
sauce, bread crumbs, onion, eggs, 
salt and pepper, and mix well. 


2. Pack meat mixture into three 


baking pans (12” by 17%” by 
2%”), making a layer of meat ap- 
proximately one-inch thick. 


3. Bake in a moderate oven 
(350°F.) 25 minutes. 

4. Spread layer of potatoes on 
meat loaves, using one-third gal- 
lon of potatoes for each. 

5. Place under broiler or in a 


_ very hot oven just long enough for 


potatoes to become lightly 
browned. Cut each meat loaf into 
15 servings. 

Shoots of celery and carrot 
strips wrapped and baked in bone- 
less lamb provide an attractive and 
new adaptation of the old-time 
favorite, “pigs in the blanket’’. 
These golden brown lamb rolls, 
served with au gratin potatoes and 
mint jelly in a cup of lemon rind, 
make a colorful Thanksgiving en- 
tree as well as a festive main 
course for any day of the year. 
The recipe follows: 


LAMB ROLLS 
(50, three-ounce portions) 
15 Ibs. lamb, boneless 
3 oz. salt 
Sprinkle of pepper 
3 ibs. celery 
3 Ibs. carrot strips 


1. Cut lamb into 50 pieces for 
rolling. 

2. Prepare celery and carrots 
and place a few strips of each on 
piece of meat. Roll. Tie or secure 
with skewers. 

4. Place rolls in an open pan. 
Fill pans without stacking or 
crowding. 

5. Roast lamb rolls uncovered in 
325°F. oven for 3 hours. 

6. Serve lamb roll with au gratin 
potatoes and mint jelly. 

‘Boneless smoked pork shoulder 

butt that blends the flavor of pine- 
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apple and brown sugar during the 
baking process is another sugges- 
tion for that something festive but 
not traditional for a Thanksgiving 
menu. Served with a traditional 
holiday vegetable—the sweet po- 
tato—and buttered green beans, 
the entree and recipe below cannot 
help but tempt the patient. 

GLAZED BONELESS SMOKED PORK 
SHOULDER BUTT WITH PINEAPPLE 
(24, four-ounce portions ) 

8-10 Ibs. boneless smoked pork 
shoulder butt 
Water to cover 
24 pineapple slices (3, 1 lb. 4 oz. 
cans ) 
1 pt. brown sugar 
\% e. flour 
2 tsp. ground mustard 
l4 vinegar 
1. Cover meat with water. Cover 
tightly and simmer 2 hours or until 
tender. 
2. Remove meat from liquid and 
slice meat into four-ounce pieces- 
3. Place slices of meat in shal- 
low baking pans and top each serv- 


- 
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GLAZED BONELESS SMOKED PORK SHOULDER BUTT WITH PINEAPPLE 


ing with a pineapple slice. 

4. Mix together sugar, flour, mus- 
tard and vinegar. Spoon over meat 
and pineapple. 

5. Bake in a moderate oven 
(350°F.) until heated through and 


glaze is set, about 15 minutes. 
Beef and macaroni—Grecian 
style is a festive Thanksgiving en- 
tree that insures exacting portion 
(Continued on page 86) 


3 SUGGESTIONS FOR USE OF TURKEY 


The service of turkey sometimes 
poses problems in the hospital be- 
cause of the time-consuming as- 
pects of preparation and service. 
This is particularly true when car- 
cass turkey is used. Use of the 
whole bird also presents problems 
of patient acceptance and waste 
since many patients do not like 
and will refuse the dark meat of 


TURKEY BREASTS 


the turkey or eat small amounts. 

To solve these problems, some 
hospitals are now using whole tur- 
key breasts. The breasts are avail- 
able in 8-10 lb. and 10-12 Ib. sizes. 
Approximately 40-50 patients can 
be served from one of these large 
breasts. Although the breasts cost 
approximately one dollar per 
pound, they take much less time 


TURKEY LOUISIANE 


to prepare and serve than carcass 
turkey. This is a particularly im- 
portant consideration at holiday 
time when the dietary staff is op- 
erating on a holiday schedule. 

Two ways to solve the left-over 
turkey problem are turkey Louisi- 
ane and turkey loaf. The Southern 
favorite—cornbread—provides, a 
golden brown topping for this fla- 
vorful blending of cooked turkey 
(Continued on page 86) 
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THE MEAT THAT MEETS HIGHEST 


NUTRITIONAL STANDARDS! 


For the complete story 
of turkey and its food 
values, write for free 
booklet — just off the 
press — “Turkey, the 
Meat that Meets Highest 
Nutritional Standards.”’ 
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Turkey is in an enviable position in the dietetic field. 
A recent series of studies into the nutrient composition 
of turkey meat by one of America’s leading universities 


Lowest in 
CHOLESTEROL 


has established it as a most nutritious, health-protecting 


meat. It is lowest in cholesterol of all popular meats. 
Its extremely low fat content is classified among the 
soft-type fats (unsaturated), the fats which apparently 
are beneficial in lowering the level of the blood choles- 
terol. It also was found to be highest of all red meats 
and poultry in protein content. In nboflavin and niacin, 


too, turkey meat ranks at the top of the hist. 


Name 
Address 


City... 


TURKEY IS ECONOMICAL, TOO! 


With present red meat prices high — and still on the 
rise — turkey’s moderate price makes it the season’s 
best meat buy. 


NATIONAL TURKEY FEDERATION 
Mount Morris, Illinois 


Please send booklet, “Turkey, the Meat that Meets Highest Nutri- 
tional Standards.” 


Offer limited to continental United Stetes 
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BEEF AND MACARONI—GRECIAN STYLE 


control, uses an inexpensive cut of 
meat and saves tfme during the 


serving operation. Here is the rec- 
ipe for 48 persons: 


BEEF AND MACARONI—GRECIAN STYLE 
(48 servings) 
10 lbs. ground beef 
lo lard 
4% ec. onions, diced 
2 thsp. salt 
lo tsp. cinnamon 
4 tsp. cayenne pepper 
1 qt. tomato paste 
1 pt. water 
lb. cheese, grated 
2 gal. cooked macaroni 
8 eggs 
% e«. enriched flour 
1 qt. milk 
4 tsp. nutmeg 
1% tbsp. salt 
1 tsp. pepper 
1. Brown ground beef in lard 


TURKEY 
SUGGESTIONS 


(Continued from page 84) 
and mushrooms, called turkey 
Louisiane. Here is the recipe: 
TURKEY LOUISIANE 
(50 servings) 
6 lbs. cooked turkey 
butter or turkey fat 


6 «. canned sliced mushrooms 

4 flour 

4 gal. turkey broth and 
mushroom liquid 


2 tsp. celery seed 

1 tsp. crushed Spanish saffron 

l tsp. pepper 
Salt to taste 

50 servings cornbread batter 

1. Cut cooked turkey into one- 
half inch cubes. 


TURKEY LOAF 


2. Melt butter, add sliced mush- 
rooms and brown. 

3. Blend flour into fat, add tur- 
key broth and mushroom liquid, 
and cook until thick, stirring con- 
stantly. 

4. Add seasoning and cubed tur- 
key, and heat. 3 

5. Place mixture in oiled indi- 
vidual casseroles, allowing 6 ounces 
per casserole, or into 2, oiled steam 
table pans (12” by 18”). 

6. Spread batter over top of 
turkey. 

7. Bake in 400°F. oven for 25 
minutes or until cornbread is 
lightly browned. 


Turkey loaf topped with turkey 
gravy or mushroom sauce is easy 
to prepare and serve. This is a 
particularly tempting supper en- 
tree when served with buttered 


peas and spiced peach on bed of 
endive. 


TURKEY LOAF 
(50 servings) 
8 Ibs. cooked turkey 
2 Ibs. cooked skin 
; ¢. turkey fat or butter, melted 
3 e«. finely chopped celery 
4 ¢. finely chopped onion 
1 gal. finely chopped stale bread 
tbsp. salt 
4 tsp. pepper 
2 «. turkey fat 
2%, flour 
1 gal. turkey broth 
1 tbsp. salt 
s tsp. pepper 
12 eggs 


1. Grind or finely chop cooked 
turkey and skin. 

2. Lightly brown the celery and 
onions in melted turkey fat. (% 
cup). 

3. Combine turkey, skin, celery, 
onion, chopped bread, 2% table- 
spoons salt and pepper. 

4. Melt the 2 cups of turkey fat, 
add flour and cook 15 minutes, 
stirring continuously. 

5. Add hot liquid and cook until 
mixture is thick and flour taste 
has disappeared. 

6. Add seasonings and cool. 

7. Beat eggs slightly and add 
cooled gravy. 

8. Combine gravy and eggs with 
turkey mixture. Add more salt if 
necessary. 

9. Put into well-oiled loaf pans 
and bake in 325°F. oven for 1 hour. 

10. Cut in slices and serve with 
turkey or giblet gravy or mush- 
room sauce. s 
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or drippings. Pour off drippings. 

2. Add onions and brown them 
lightly. 

3. Add 2 tbsp. salt, cinnamon, 
cayenne pepper, tomato paste and 
water. Cover and cook for 15 min- 
utes. 


4. Remove cover. Cook until 
thickened. 

5. Add grated cheese to cooked 
macaroni. 

6. Grease two baking pans(10%,” 
by by 3%”). 

7. Place one-fourth of the mac- 


HONEY GLAZED LAMB STEAKS 


aroni-cheese mixture in each pan. 
Add one-half the ground mixture 
to each and top with the remaining 
macaroni-cheese mixture. 

8. Beat eggs well. Add flour, 
milk, nutmeg, 1% tbsp. salt and 
1 tsp. pepper. 

9. Pour one-half egg mixture 
over macaroni in each pan. 

10. Bake in moderate oven 
(350°F.) for 40-45 minutes or un- 


til firm. 


Brushing with honey mixture 
and five-minutes under the broiler 
makes a glaze on lamb steaks or 
chops that is attractive and tempt- 
ing to the palate. This simple pro- 
cedure takes but a few minutes 
and provides for that something 
different in the way of holiday 
food fare. Here is the recipe: 

HONEY GLAZED LAMB STEAKS 
(25 servings) 
25 sirloin lamb steaks (6 oz. each) 
Salt and pepper as needed 
6 eggs, beaten 
honey 
lemon juice 
thsp. nutmeg 
1. Sprinkle chops with salt and 


NORBEST 


turkeys are so good > 


When the Norbest Turkey Growers Association was formed — 
about 30 vears ago — the main objective was to market the 
best turkey possible. High quality standards were established 
and Norbest became a leader in the field of turkey processing 
and marketing. Today, Norbest is one of America’s leading 
brands, preferred by millions of consumers from coast to coast 
_, a best-seller in many markets. Every Norbest turkey is 
grade A, federally inspected for wholesomeness, plump, 
succulent, individually vacuum-packed in protective bags 
_.. truly oven-ready. For holidays and every day, ask for 


Norbest and enjoy the very best turkey! 


TURKEY ...a best nutritional value! 


Highest in Protein 
Lowest in Cholesterol! 


¢ Low in Calories 


NORBEST TURKEY GROWERS ASSOCIATION General Offices: First Security Building, Salt Lake City, Utah 


Sales Offices: 40 Gansevoort Street, New York, N.Y. « 110 North Franklin St., Chicago, Il. 


757 Bryant Street, San Francisco, Calif. + 264 Central Ave., Los Angeles, Calij 
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... the safe, sanitary 
way to’round-the-clock 
coffee service 


Sure there is a way to make cof- 
fee available to the staff around 
the clock, and right on the floor 

. a Safe, sanitary way. The 
secret is instant coffee and Pream 
packets. 


Pream is a powder made 
100% from fresh, sweet cream 
and other dairy products 
sealed for flavor and freshness 
in a single-serving foil envelope. 
It gives coffee a sparkling rich- 
ness and flavor which fresh 
cream can't beat . . . and with- 
out any of the spoilage and con- 
tamination involved in using 
perishable fluid cream. Pream 
requires no refrigeration. Wher- 
ever there’s a place to heat a pot 
of water, there’s a place where 
your staff can enjoy a refreshing 
cup of coffee with Pream .. . and 
stay right on the job while they 
do it. 


Pream packets are the answer 
to easier, more sanitary, less 
messy coffee service for patients, 
too. For complete details and 
free samples of this modern 
method of “creaming” coffee, 
just mail the coupon below. 


M & R Dietetic Laboratories, Inc. 
601 Cleveland Ave., Columbus 16, Ohio 
Yes, please send me more informa- 
tion and some free samples of 
Pream Packets. 


Name. 


HAM AND SWEET POTATO ROLL 


pepper. Broil three to four inches 
from source of heat for 10 minutes. 

2. Combine remaining ingredi- 
ents; mix well. 

3. Turn chops. Brush with honey 
mixture. Broil 5-7 minutes, or un- 
til desired degree of doneness. 

If not for Thanksgiving dinner 
entree, ham and sweet potato roll 
can be used for the holiday supper. 
This is also an excellent recipe for 
use with left-over ham and pork 
anytime of the year. 


HAM AND SWEET POTATO ROLL 
(24 servings) 

3 lbs. ground smoked ham or 

smoked pork shoulder butt 
2 Ibs. fresh ground pork 
2 c. cracker crumbs 
4 eggs 
2 milk 
2 qts. mashed sweet potatoes, seasoned 


1. Combine ham, pork, crumbs, 


eggs and milk and mix well. 

2. Divide meat mixture into four 
parts each weighing 1% lbs. 

3. Spread each part of meat mix- 
ture on waxed paper to one-half 
inch thickness, making 10 by 12- 
inch rectangles. 

4. Spread each with 2 cups of 
sweet potatoes. 

5. Roll as for a jelly roll, be- 
ginning with a 12-inch side. 

6. Place ham and sweet potato 
rolis in a rack in a roasting pan. 

7. Bake in moderate oven 
(350°F.) for 1 hour and 15 min- 
utes. 

8. Cut each roll into 12 slices, 
allowing 2 slices per serving. 

Apricots and prunes lend an 
interesting flavor contrast into the 
bland flavor of lamb. The service 
of broccoli spears and whole kernel! 
corn with spiced lamb cubes and 
fruit makes an unusually attrac- 


SPICED LAMB CUBES WITH FRUIT 
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tive and colorful holiday menu. 
Here is the recipe: 


SPICED LAMB CUBES WITH FRUIT 
(50 servings) 
12 lbs. boneless lamb for stew 
melted fat 
3 tbsp. salt 
tsp. pepper 
3 water 
qts. prunes 
1 qt. apricots 
sugar 
1% tsp. cinnamon 
1% tsp. allspice 
% tsp. cloves, ground 
4 «. vinegar 


1. Brown meat in fat. Pour off 
drippings. 

2. Season with salt and pepper 
and add water. 

3. Cover tightly and cook 45 
minutes. 

4. Add prunes, apricots, sugar, 
cinnamon, allspice, cloves and 
vinegar. 

5. Cover and continue cooking 
30-45 minutes or until lamb and 
fruit are tender. Thicken liquid 
for sauce, if desired. 

6. Serve 4 to 5 cubes of lamb, 
2 prunes and 3 apricots per serv- 
ing. 


NOTES AND COMMENT 


Cornell course open to hospital dietitians 


Beginning of the second semester for the first class in the newly in- 
stituted food facilities engineering course at Cornell University is a 
reminder that this program has much to offer hospital dietitians. 


The four-year program at Cor- 
nell, which leads to a bachelor of 
science degree in food facilities 
engineering, includes courses in 
seven major subject areas: archi- 
tectural studies, electrical engi- 
neering studies, mechanical engi- 
neering studies, food and food 
science studies, food service equip- 
ment, economics and finance, and 
administration and accounting. 
Food and food science studies in- 
clude courses in quantity food 
preparation (principles and meth- 
ods), handling of meats, poultry 
and fish; and food chemistry and 
preparation. Courses in food serv- 
ice equipment deal with equip- 
ment usage, equipment planning, 
layout, construction details, and 
installation. 

Since most administrative dieti- 
tians are faced at some time with 
a construction program, these food 
facility courses would be helpful 


in programing dietary facilities in 
hospitals with the other members 
of the planning and construction 
team. 

The first year course was in- 
sured and financially supported by 
a small number of persons in the 
food service industry. This year an 
appeal is being made to members 
of the food service industry to 
supply the additional $100,000 
needed to finance the next three 
years of the program. By the time 
the first class graduates, the Uni- 
versity expects the student enroll- 
ment to make the course self- 
sustaining. 

Further information regarding 
the course may be obtained by 
writing School of Hotel Adminis- 
tration, Cornell University, Ithaca, 
N.Y. Contributions to the program 
may also be sent to the Uni- 
versity. 


Winter Cycle Menu 
for the South-Southwest 


Ges 21-pDAyY selective winter cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the South-Southwest. 
These menus, which can be used 
during December, January and 
February, feature foods popular in 
the South and Southwest. 

The menus in this issue are the 
second in a four-part series of 
winter cycle menus published in 
this Journal. Winter cycle menus 
for the Midwest were included in 
the October 1 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. The winter menus 
for hospitals in the East and North- 
Northwest will be published in the 
November 1 and 16 issues, respec- 
tively. 

In planning the menus, careful 
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consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 


During October and November, hos- 
pitals can use the fall cycle menus, 
published in the July and August 1957 
issues of this Journal. 


erate to low cost food budget was 
used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on each day’s break- 
fast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 


both normal and modified diet: 
The letter (F) following certa! 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft ind 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or 
fat restrictive diets. When fruits 
are included on the dessert menu, 
the dietitian will omit sugar or 
substitute the water-packed vari- 
ety for the diabetics. 
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— prepared by Margaret E. Bowden, director of dietetics, 
Eugene Talmadge Memorial Hospital, Augusta, Ga. 


night 


Ist WEEK SOUTH-SOUTHWEST WINTER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


breakfast noon 
Orange Juice Navy Bean Soup Blended Citrus Juices 
or Kadota Figs Paprika Schnitzel (F) or Broiled Chicken (S) _ Neopolitan spemeet (F) or Broiled Veal Chop (S) ) 
Hominy Grits Mashed Potatoes (FS) Baked Potato (FS 
or Puffed Wheat Turnip Greens with Seasoning or Sliced Beets (FS) Buttered Green Peas (FS) or Steamed Rutabagas 
erea Apple Slice and Grapefruit Section Salad—Fruit Dressing Tossed Salad—Russian Dressing or Fresh Pear, Grape and Date Salad : 
Poached Egg— or Tomato Oe s with Cottage Cheese Creamy Tapioca (FS) or Tokay Grapes J 
Broiled Bacon Mocha Nut Cake (F) or Baked Custard (S) : 
Toast 
Grapefruit Juice Pink Lemonade Vegetable Soup 
) r Orange Halves Baked Pork Chops—Brown Gravy (F) Chicken a la King on Fluffy Rice (F) er Broiled Beef Pattie (S) . 
Guanes! or Shredded or Shrimp Au Gratin in Casserole (S) Steamed Potatoes (FS) - 
Wheat Cereal Lyonnaise Potatoes (F) Buttered Asparagus (FS) er Whole Kernel Corn 
| Scrambled Eggs Buttered Green Beans (FS) or Baked Hubbard Squash Tomato Aspic with Celery and Cottage Cheese - 
| Broiled Bacon Mixed Vegetable Salad —Garlic Dressing or Stuffed Prune Salad or Endive and Escarole Greens Wine-Vinegar Dressing . 
| Biscuits Baked Apple or Angel Food Cake (FS) Toll House Cookies (FS) or Frozen Peach Slices . P 


Cream of Mushroom Soup 
Smothered Liver in Tomato Juice (FS) ; 

or Veal Biscuit Roll with Tasty Sauce ‘ 
Oven Browned Potatoes (FS) 
French Fried Onions er Summer Squash (FS) 
Peach Salad--Mayonnaise or Green Garden Salad with Chilean Dressing " 
Pear Halves in Syrup or Bavarian Cream (FS) “ 


Pineapple Juice 
Beef Pot Roast—Brown Gravy (FS) or Baked Chicken and Noodles 
Scalloped Potatoes (FS) 
Glazed Carrots (FS) or Broiled Tomato Half 
Head Lettuce with 1000 Island Dressing 

or Orange Section and Banana Slice Salad-- French Dressing 
Strawberry Shortcake (F) or Lime Sherbet (S) 


Stewed Prunes 
or Grapefruit Half 
Whole Wheat Cereal! 
or Puffed Rice Cereal 
Soft Boiled E 
Sausage Links 
st 


| Orange Juice | | Soup de Jour Chicken-Rice Soup 


friday | thursday ni tuesday 


or Fresh Grapes Cold Sliced Ham (F) —Potato Chips Hamburgers on a Bun--Mustard —Catsup (F) 
Farina or Roast Veal--Brown Gravy (S) or Welsh Rarebit on Toast (S) 
or Bran Cereal Candied Sweet Potato (FS) | Whipped Potatoes (FS) 
Scrambled Egg- Kale with Seasoning or String Beans (FS) Green Lima Beans or Diced Carrots (FS) 
er Broiled Bacon Pineapple with Grated Cheese Salad or Mexican Colesiaw Sliced Tomato and Onion Ring Salad French Dressing 
Toast Chocolate Pudding (FS) or Italian Plums in Syrup er Grapefruit Sections and Green Pepper Salad with Mayonnaise . 
| Lemon ice Cream (FS) or Fruit Cocktail 
Pineapple Juice Apple Juice Tomato Sou 
or Banana Fried Chicken—Cream Gravy (F) or Broiled Halibut (S) - Salmon Loaf—Cream Sauce er Corned Beef Brisket Mustard 
Oatmeal! Buttered Potatoes (FS) Au Gratin Potatoes (FS) 
or Cornflakes Smal! Whole Beets (FS) or Brussels Sprouts | Green Beans with Seasoning (FS) or Acorn Squash * 
Poached Egg- Spring Salad—ttalian Dressing | Frozen Fruit Salad with Fruit Dressing ; 
Broiled Bacon or Apricot Halves with Cream Cheese Balls or Hearts of Lettuce with Indian Gril! Dressing 
Toast Rum Pie (F) or Royal Anne Cherries (S) | Gingerbread with Lemon Sauce (F) er Boiled Custard (S) 
“Orange Juice ruit Punch | Beef Brot h 
or Applesauce Scalloped Vea! oes Potatoes or Roast Prime Ribs of Beef (FS) Spanish Swiss Steak (F) er Creamed Turkey on Rice’ S) 
Hominy Grits Baked Potato (FS Steamed Rice (F) 
ha or Ready-to-Eat Steamed Okra or Asparagus Tips (FS) Buttered ee or Green Peas (FS ” 
— Rice Cerea! Chef's Salad Bow! with Chilean Dressing or Carrot and Raisin Salad Kadota Figs with Maraschino Cherry Dressing = 
S | Soft Boiled Egg Banana Pudding (S) or Date-Nut Bars (F) or Cucumber and Pickle Chip salad 
vn Grilled Man Slice Bunch of Grapes er Chocolate Sundae (FS) 
| Biscuits 
| Grapefruit Halves Pear Nectar Split Pea Soup be 
or Blended Orange- Roast Round of Beef—-Brown Gravy (FS) or Barbecued Chicken Breasts Ham Salad—-Potato Chips (F) er Brotied Vea! Pattie (S) < 
S Pineapple Juice Whipped Potatoes (FS) Buttered Potatoes (FS) 
Ss £«Farina Green Beans with Seasoning (FS) or Buttered Mixed Vegetables Buttered Spinach (FS) or Cauliflower Au Gratin 
a or Bran Cereal Molded Bing Cherry Salad with Mayonnaise Sliced Tomato Salad Mayonnaise 
= Scrambled Eggs or Tossed Salad with Garlic Dressin or Banana Salad with Peanut Butter Dressing 
td ' Broiled Bacon French Custard ice Cream (FS) or Ambrosia Cream Puffs (FS) or Strawberry and Pineapple Cup 4 
oast < 
(F}—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and ao choice of beverages ore to be included with each mea. 


Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 


| ite, Specifications, Amounts & No. of Servings 


BEEF Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 15 Ibs. Potatoes, Sweet Hamper 50 ibs 
3 _ Brisket, Fresh U. S. Good 7 tbs. 20 Fryers (Eviscerated) Grade A,2% ib. av. 100 Ibs. Potatoes, White Bag No. I 400 Ibs 
© Ground Beef U.S. Good, 5 Ib. pkg. 35 Ibs. | Radishes Bunch 1 doz 
ww Liver Steer, sliced 15 ibs. 60 FRESH FRUITS Rutabagas Bag 5 Ibs. 
Roast, Sirloin (B.R.T.) U. S. Choice 30 Ibs. | Apples Jonathan, 113s 1 box Squash, Acorn 10 Ibs. 
& Round (Bottom) U. S. Standard 30 Ibs. Bananas Ripe 30 Ibs. Squash, Summer 20 Ibs 
w | Round (Top, Grapefruit Seediess, 70s 1 box Tomatoes Repacked (5x6) 2 lugs (60 ibs.) 
Ss Boneless) U. S. Good 30 Ibs. Grapes Emperor 28 Ibs. 
Steak, Swiss U.S. Good, 40z. each 15 60 | Lemons 1 doz. FROZEN FRUITS 
= Oranges 176s 1 box _ Grapefruit Sections Galion 1 gal. 
= | PORK Pears Box, 120s 7 Ibs. Orange Juice Con., 32 oz. can 6 cans 
E- | Bacon (Sliced) 24-26-1 Ib. 18 ibs. | Strawberries Sliced, 8 Ib. can. 
Chops, Loin Grade A, 4 oz. each 25 Ibs. 100 FRESH VEGETABLES | 5-1 sugar 24 Ibs. 
s Ham (Pullman) Ready -to-eat 60 Ibs. Beets Topped 50 Ibs. | 
Sausage Links 12-1 tb. 6 Ibs. _ Cabbage Bag 50 Ibs. ' FROZEN VEGETABLES 
Carrots Topped, bag 50 Ibs. Asparagus Spears, 2% ib. pkg. 25 Ibs. 150 
S| VEAL Celery Pascal, 30s 1 doz. stalks | Beans, Green Cuts, 2% Ib. pkg. 55 ibs. 330 
S | Chop, Rib U.S. Good, 5 0z. each 7 Ibs. 20 | Cucumbers 2 Ibs. Beans, Lima Small, green, 
| Leg (B.R.T.) U. S. Good 50 lbs. Endive Curly 6 heads 2% Ib. pkg. 2% Ibs. 15 
E | Shoulder (Boneless) U.S. Good 10 Ibs. 40 | Escarole 4 heads Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15° 
| Shoulder, Ground U. S. Good 7 Ibs. Lettuce Head, 48s 2 crates | Cauliflower Buds, 2% ib. pkg. 2% ibs. 15 
| Onions, Dry Yellow, bag 50 Ibs. | Kale 2% Ib. pkg. 2% ibs. 15 
3 FISH | Onions, Green Bunch 1 doz. Peas 2% Ib. pkg. 20 ibs. 120 
| Halibut Steaks, 5 oz. each 7 tbs. 20 Onions, Spanish-type 3 Ibs. Spinach Chopped, 2% Ib. pkg. 10 Ibs. 60 
S | | Okra Lug 5 Ibs. Squash, Winter 3 Ib. pkg., 1 Ib. pkg. 2% ibs. 15 
POULTRY Parsley Bunch 1 doz. Turnip Greens 2% Ib. pkg. 2% Ibs. 15 
Fowl (Eviscerated) Grade A,5ib.av. Ibs. | Peppers, Green 8 peppers | Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 15 


CYCLE MENU PAGES ARE PERFORATED FOR EASY REMOVAL 


HOSPITALS, J.A.H.A. 


How long should 


kitchen last? 


A quarter-century or more—conservatively speaking—when it’s built by Blickman! 
More than any other single factor, fine construction is the hallmark of quality equipment. 
Construction craftsmanship, based on exacting Blickman standards, is the difference 
between longevity and premature old age. Designed for efficient work flow, fewer operat- 
ing personnel, low maintenance costs...these additional qualities built into Blickman 
equipment pay for themselves many times over in many decades of dependable service. 
From the start, Blickman calls on advanced, specialized engineering...unequalled metal- 
fabricating talent...the most modern tools (acres of tools!)...and three-quarters of a 


century of wide-ranging experience. 


Working with architect, engineer, and management 
from the very first stages of your volume feeding project, 
Blickman is able to bring to your planning team an acknow!l- 
edged engineering and fabrication leadership won in instal- 
lations throughout the country. 

For example, when the kitchen was planned for Rhode 
Island Hospital, Blickman worked from the first with the 
building team to develop a high-efficiency, automation-type 
layout. Here you see how assembly-line tray production is 
set up to move complete meals direct to patient floors with a 
minimum of operating personnel and with maximum work- 
flow efficiency. 


Look for this symbol of quality... 


OCTOBER 16, 1958, VOL. 32 


The finest metal workers in the business today fabricate 
the famous Blickman full-rounded corners, perfe:' fits, 
literally invisible welds. From first cutting of sheet (o final 
polishing of complex shapes, these men preserve t!.c unique 
advantages of stainless steel. 

For example, the application of Blickman’s un jue, seam- 
less-welding technique to work tables and sinks at Temple 
University Medical Center assures years of ru -ged opera- 
tion... high sanitation ...low-cost maintenance. Note one- 
piece, crevice-free surfaces and seamless joints. 

For full information, write S. Blickman, Inc., 3810 Greg- 
ory Avenue, Weehawken, New Jersey. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 


= 
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| 
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2nd WEEK SOUTH-SOUTHWEST WINTER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


— prepared by Margaret E. Bowden, director of dietetics, 


Eugene Talmadge Memorial Hospital, Augusta, Ga. 


breakfast 


wednesday tuesday 


thursday 


Orange Juice 
or Fresh Grapes 
m 


Cer 
Soft Boiled Eggs - 
Broiled Bacon 
Toast 


Pineapple Juice 


Sliced Bananas 
Whole Wheat Cereal 


or Corn Flakes 


Grape Juice 


or Orange Halves 


Hominy Grits 
or Ready-to-Eat 
Rice Cereal 
Scrambled 
Sausage Links 
Toast 


Orange Juice 


or Halves 


Oatmea 


or Puffed Wheat 


Cereal 


French Toast—Syrup 


Broiled Bacon 


| 


Orange Juice 
or Stewed Apples 
Vatmeal 


Grapefruit Juice 
or Applesauce 
Farina 


or ‘Shredded Wheat 


Cereal 


Bananas 


or Orange Slices 


Hominy Grits 
or Corn Flakes 


Scrambled 


Broiled Bacon 


Biscuits 


or Ready-to-Eat 


| 


italian Minestrone 


Fruit Punch 


Consomme 


Philadelphia Pepper Pot Sou _ 
Smothered Chicken (FS) or iled Crab-——Tartar Sauce 
Fluffy Rice (FS) 
Buttered Peas (FS) or Steamed Okra 

ead Lettuce with 1000 Island Dressing 

or Fresh Pear Slices with Pomegranates 
Lemon Meringue Pie (F) or Sugar Cookies (S) 


Mixed | Vegetable | Juices 

Breaded Veal Cutiets—Catsup (F) or Broiled Chicken Livers (S) 
Parslied Potatoes (FS) 

Summer Squash (FS) or Lima Beans with Seasoning 

Waldorf Salad or Cucumber and Onion Ring Salad 

Fruit Compote or Rice Bavarian (FS) 


Baked Beef Steak with Gravy (FS) or Smoked Tongue—Mustard 

Oven Browned Potatoes (FS) 

Hot Spiced Beets (FS) or Blackeyed Peas 

Grapefruit Section and Banana Salad-——_Whipped Cream Dressing 
or Hearts of Lettuce with italian Dressing 

Maple Pudding with Whipped Cream (S) or Y Rhubarb Cobbler (F) 


Beef -Barley Sc Soup 


Barbecued or Roast Leg of Lamb (S) —-Minted Sauce 


Mashed Potatoes (FS 
Brussels Sprouts or at Peas (FS) 
Tomato Wedge Salad—French Dressing 
or Kadota ota s with Chopped Pecan Dressing 
Chocolate Chip Cake (F) or Peach Halves in Syrup (S) 


Broiled Flounder (FS)—Lemon Butter 

or Braised Veal Cubes with Vegetables 
Au Gratin Potatoes (FS) 
Succotash er Asparagus (FS) 
Spring Salad with Russian 
Blueberry Pie (F) or Fruit Cup (S) 


Baked Ham (F) or Roast Leg of Veai (S) 

Sweet Potato Souffle ( 

Spinach with Hard Cooked Egg (FS) or ee } sae Corn 

Pineapple-Cottage Cheese Marshmallow Sala 
or Sliced Tomatoes on Endive — Mayonnaise 


Banana Cake (F) or Assorted Gelatin Cubed with Whipped Cream (S) 


Cream of Celery Sou up 
Phere Chicken (F) or Baked Beef Round (S) 
Au Gratin Potatoes (FS 
Buttered Asparagus (FS) er Baked Hubbard Squash 


ressing or Vegetable Aspic with Mayonnaise 


Carrots (FS) 


| | night 

| Limeade 

| Meat Loaf—Brown Gravy (FS) or Rosk Sausage Links—Apple Rings 
| O’Brien Potatoes 


Mustard Greens with Seasoning or Bu 
Apricot Salad with Fruit Dressin 

or Colesiaw with Sour Cream = 
Jelly Roll or Baked Cinnamon Apple (FS) 


French Onion Soup 
Baked Canadian Bacon (F) or Cold Sliced Turkey (S) 
Macaroni and Cheese (FS) 
Green Asparagus Spears (FS) or Eggplant and Tomatoes 
Green Garden Salad with Garlic Dressing 
or Sliced Peaches and Grapefruit Sections with Fruit Dressing 
iced Cake Squares (F) or Nectarines in Syrup 


Cream of Tomato Soup ; 
Grilled Cheese Sandwiches (F) 


or Chicken Souffle with Chicken Gravy (S) 
French Fried Potatoes (F) er Baked Potato (S) 
Spinach with Bacon (FS) er Acorn Squash 
Mixed Vegetable Salad with Russian Dressing 

or Sliced Pineapple with Cottage Cheese 
praeeee Bars (F) or Applesauce (S) 


Corn Chowder 
Braised Beef (F) or s a la Goldenrod on Toast Points (S) 
Buttered Potatoes (FS 
Buttered Green Beans (FS) or Fried Okra 
Head Lettuce with Chilean Dressin 

or Bartlett Pear Halves in Lime Seiatin 
Vanilla ice Cream (FS) or Bing Cherries——Vanilla Wafers 


Tangerine juice 
Chicken Pot Pie with Peas, Potatoes and Mushrooms (F) 
or Baked Salmon Steaks—Lemon Butter (S) 


Scalloped Potatoes (FS) 

Summer Squash (FS) or Broccoli with Lemon Butter 

Grape, Apple and Pecan Salad er Chef's Salad with Garlic Dressing 
Fresh Frozen Raspberries or ice Sponge Cake (FS) 


| 


Blended Citrus Juice 

Broiled Rib-eye Steaks (FS) or Grilled Pork Steaks 

Baked Potato (FS) 

Diced Carrots (FS) er Turnip Greens with Seasoning ' 

New Orleans Salad Bow! with Wine-Vinegar Dressing 
or Congealed Fruit Salad with Mayonnaise ' 

Lemon Sherbet (S) or Almond Icebox Cookies (F) 


Mixed Vegetable Juices 
Chop Suey with Chinese Vegetables on Rice with French Fried Noodles (F) 

or Shepherd's Pie with Mashed Potatoes (FS) 
Buttered Beets (FS) or Seasoned Cabbage ' 


PLEASE CUT ALONG THIS LINE 
PLEASE CUT ALONG THIS LINE 


Rice Cereal Head Lettuce with Blue Cheese a Banana Salad with Nut Dressin 
Soft Boiled Eggs— or Fresh Pear Halves with Whipped Cream Dressing or Green Garden Salad with Enitean Dressing 
: Broiled Bacon Key Lime Pie (F) or Norwegian Prune Pudding (S) Cherry Sundae (FS) or Whole Fresh Pear 
east 
(F}—Futl Diet (S}—Soft Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
| Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings ; 
| 
me ik. BEEF Salmon Red, steaks, | Onions, Green Bunch 1 doz. ; 
| Brisket, Fresh U. S. Good 20 Ibs. 60 5 oz. each 7 Ibs. 20 Onions, Spanish-type 6 ibs. 
Ground Beef U.S. Good, 5 Ib. pkg. 5 Ibs. re Bunch 
Fowl (Eviscerated) Grade A,5ib.av. 80 lbs. Potatoes, Sweet Hamper 30 ibs. 
‘each CEviscerated) Grade A, 20-24 Ib. av. 15 Ibs. | Potatoes, White Bag No. | 400 Ibs. 
Fryers (Eviscerated) Grade A, 2% Ib. av. =| Radishes Bunch I doz. 
Livers, Chicken 1 Ib. pkg. Sibs. Squash, Acorn 7 Ibs. 
each is. | Squash, Hubbard ibs. 
Stew U. S. Good 5 ibs. 20 FRESH FRUITS ‘ 
Apples Jonathan, 113s’ 2 boxes 
Tongue No. 1 10 ibs. 40 Tomatoes Repacked (5x6) tug (30 Ibs.) 
LAMB 
: Cherries, Bing 15 Ib. box 5 ibs. FROZEN FRUITS 
Leg (B.R.T.) U. 8. Chetes, Grapefruit Seediess, 70s 1 box Grapefruit Sections 8 Ib. can 16 Ibs. 
PORK Grapes Emperor 1 box Orange Juice Con., 32 oz. can 6 cans : 
s Lemons 1 doz. Rhubarb 8 Ib. can, 5-1 sugar 24 Ibs. 
n -26-1 Ib. Oranges 176s 1 box 
Ham (Pullman) Ready-to-eat 35 Ibs. hones Bex. 1200 nr FROZEN VEGETABLES ! 
12-1 Ib 1? Ibs. Asparagus Spears, 2% ib. pkg. 40 Ibs. 240 
Sausage Links ae Pomegranate 2 only Beans. Green Cuts, 2% Ib. pkg 10 ibs. 60 ; 
Spareribs Grade A, 3-1 Ib. 50 Ibs. 
S Steaks ( less) Grade A, 4 07. each 5 Ibs FRESH VEGETABLES Beans, Lima Small, green, . 
Bone Beets Topped 40 ibs. 2% Ib. pkg. 2% ibs. 15 
z VEAL Cabbage Bag 50 Ibs. Broccoli Stems and buds 
Chop Suey Meat U. S. Good 15 Ibs. 60 | Carrots Topped, bag 50 Ibs. 2% Ib. pkg. 2% Ibs. 15 
3 Cutlets U. S. Good, Celery Pascal, 30s 1 doz. Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
> 4 oz. each 25 Ibs. 100 | Cucumbers 3 Ibs. Greens, Mustard 2% Ib. pkg. 2% Ibs. 15 
Leg (B.R.T.) U. $. Good 7 Ibs. Eggplant 2 only Peas 2% Ib. pkg. 30 ibs. 180 . 
2 Shoulder (Boneless) U. Ss. Good, Endive Curly 1 doz. Peas, Backeyed 2% Ib. pkg. 2% Ibs. 15 . 
~ 1-inch cubes 10 Ibs. 40 | Lettuce Head, 48s 2 crates | Spinach Chopped, 2% Ib. pkg. 25 ibs. 150 
FISH Okra Lug 6 Ibs. Succotash 2% Ib. pkg. 2% Ibs. 15 
Fillets, 4 oz. each 20 Ibs. Onions, Dry Yellow, bag 50 Ibs. ‘Turnip Greens 2% Ib. pkg. 2% ibs. 15 


CYCLE MENU PAGES ARE PERFORATED FOR EASY REMOVAL 


HOSPITALS, J.A.H.A. 


noon 
3 | or Puffed Wheat 
| 
d Eggs with 
eese Broiled 
con 
its , 
_ 
Poached 
Broiled Bacon 
| Toast 
S 
=| 
S 
| 
fiz 
92 


PLEASE CUT ALONG THIS LINE 


3rd WEEK SOUTH-SOUTHWEST WINTER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


— prepared by Margaret E. Bowden, director of dietetics, 
Eugene Talmadge Memorial Hospital, Augusta, Ga. 


ox | 


3rd week market order for perishables 


| 


breakfast | 


Grapefruit Halves 


or Grape Juice 
Hominy Grits 


or Bran Cereal 
Scrambled Eggs 


Broiled Bacon 
Toast 


Orange Juice 
or Stewed 
Evaporated 
Apricots 
Farina 


or Corn Flakes 


Poached E 
Broiled Bacon 
Biscuits 


Bananas 


er Grapefruit Juice 
Whole Wheat Cerea! 


Pineapple Juice 


or Orange Slices 


Oatmeal 


or Shredded Wheat 


Cereal 
Scrambled 
Sausage Links 
Biscuits 


Orange Juice 


or Stewed Prunes 


Hominy Grits 
or Corn Flakes 
Soft Boiled Eggs 
Broiled Bacon 
Toast 


Fresh Grapes 


or Orange Juice 
Whole Wheat Cerea! 
or Puffed Rice Cereal! 


Poached E 
Broiled 
Quick Coffeecake 


Bananas 

or Grape Juice 
Farina 

or Corn Flakes 


Hot Cakes - Syrup 


Peach Nectar 


Beef Pot Roast i Gravy (FS) er Ham Souffle with Bechamel Sauce 


| Baked Potatoes (FS 


Buttered Green Sonne (FS) or Kale with Seasoning 


Spiced Beet Salad with Ma 


or Tossed Salad with 


Fruit Punch 


3uttered Potatoes (FS) 


or Cranberry 
Black Botton Pie (F) er 


Prune Cocktail 
Parsilied Potatoes (F 


Apple Goody (FS) or Sa 


Rhubarb Juice 

Veal Roast Brown Grav 
er Hominy Grits—Red 

Mashed Potatoes (FS) 


Split Pea Sou 
| Fried Perch 
Scalloped Potatoes (F) 


onnaise 


I island Dressing 
Caramel Layer Cake (FS) er Spanish Cream with Figs and Ginger 


and Celer 


Royal 


f 
Green Peas (FS) or Buttered Acorn Squash 
Apple, Celery and Raisin Salad 


Hearts on Lettuce 
nne Cherries 


Frozen Broccoli er Summer Squash (FS) 
Orange and Avocado Salad with Lemon Dressing 
or Fresh —— Salad with Chilean Dressing 
( 


nd Tarts 


y (FS 
Eye 


ravy 


Carrot Wheels (FS) er Corn Casserole 
Tomato Wedge Salad with Mayonnaise or Banana, Grape and Nut Salad 
Yellow Cake with 7-Minute Frosting (F) or Sliced Peaches in Syrup (S) 


| Steamed Cabbage or Small Whole Beets (FS) 
| Frozen Fruit Salad with Fruit Dressing 


or Sprin 
Lemon ice 


Orangeade 


Salad with Italian Dressing 
ream (FS) er Delicious Apple 


Southern Turkey Shortcake (FS) er Veal Birds with Mushroom Gravy 


Grilled Pork Chops-Brown Gravy (F) er Broiled Loin Lamb Chops (S) 


ee Sauce (F) er Turkey and Spaghetti Casserole (S) 


Salisbury Steaks in 2 Mason Gravy (F) er Broiled Chicken (S) 
) 


Summer Squash (FS) er Tin 


| 

| Oven Browned Potatoes( 

| Mixed Vegetable Salad with 


Butter beans 
rench Dressing 


or Spiced Apple Ring with Mayonnaise 
Blackberry Cobbler (F) ee Caramel Custard (S) 


Apricot Nectar 


or Roast Leg of Lamb—Mint Jelly 


Parstied Potatoes (FS) 


Buttered Broccoli er Carrot Wheels (FS) 


| 
| Congealed Cranberry Salad— 


Broiled Bacon 
Cherry Crisp 
(F}—Full Diet (S}—Soft Diet (FS)—Full and Soft 


Diet 


Mayonnaise or Relish Plate 
Whipped Cream (F) er Homemade Pound Cake (S) 


Roast Tom Turkey (FS)—Cornbread Dressing Giblet Gravy (F) 


Orange Bavarian Cream (FS) or Fresh Fruit Cup 


~ Paris Market Onion Sou 


night 
Cream of Chicken Soup 


Tuna, Cheese and Noodle Casserole (FS) 
or Creamed Chipped Beef on Toast 
Baked Potato (FS) 
Spinach with Hard Cooked Egg (FS) or Seasoned Rutabagas 
Sliced Tomatoes and Pickle Chips—French Dressing 
or Apricot Salad with Chopped Celery Dressing 


Scotch Broth 

Beef Stew with Vegetables (F) or Minute Steaks (S) 

Snowflake Potatoes (FS) 

Diced Carrots (FS) or Steamed Okra 

Green Garden Salad with Garlic Dressing 
or Grapefruit Section Salad with Pimento Strip and Fruit Dressing 

Whipped Lemon Gelatin with Whipped Cream 
or Yellow Sponge Cake (FS) 


Stuffed Peppers (F) er ‘ve Chicken Croquettes with Gravy (S) 
Lyonnaise Potatoes (F) 

Green Lima Beans or ey Tips (FS) ee 

Molded Fruit Salad—Cottage Cheese or Cucumbers in Vinegar 
Whole Peeled Apricots (S) or Raised Glazed Doughnuts (F) 


‘Vegetable Potage 


Chicken Salad (F)—Potato Chips er Baked Liver (S) 

Buttered Potatoes (FS) 

Green Peas (FS) or Fried Eggplant 

Hears of Lettuce with Chilean wee hes 75) Peach Salad 
Pumpkin Chiffon Pie (F) er Stewed Rhubarb (S 


Tomato juice 


Hot Roast Beef Sandwich (FS) er Baked Haddock 
French Fried Potatoes 
Spinach with Bacon (FS) er Blackeyed Peas 
Pineapple Chunks with Whipped Cream Dressing 
or Chef's Salad Bow! with Garlic Dressing 
Bunch of Grapes or White Cake with 7- Minute Frosting (FS) 


Vichyssoise 


Sliced Ham Au Gratin on Toast (F) er Broiled Beef Pattie (S) 
Baked Potato (FS) 
Green Beans (FS) or Fried Okra 
Peach Salad with Celery—_Nut 
er Half Tomato Stuffed with Diced Celery-Cream Cheese Dressing 
Chewy Nut Bars (F) or Floating Island (S) 


Oyster Stew 
Bacon, Lettuce and Tomato Sandwiches (F) 

or Egg Timbales with Chicken Gravy (S) 
Hash Browned Potatoes (F) 
Soe Casserole or Buttered Spinach (FS) 
Kidney Bean Salad or Shredded Lettuce with Celery Seed Dressing 
Peppermint ice Cream (FS) er Prune Plums—Syrup 


Bread, butter and a choice of beverages are to be included with each meol. 


item, Specifications, Amounts & No. of Serving: 


BEEF 
Chipped Beef, Dried U.S. Good 


5 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 20 Ibs. 
Liver Steer, sliced 5 ibs. 
| Roast, Sirloin (B.R.T.) U. S. Choice 20 Ibs. 
Round (Bottom) U. S. Standard 30 ibs. 
Sirloin, Chopped U. S. Choice 25 ibs. 
Steaks, Minute U. S. Choice, 
4 az. each 5 Ibs. 
Stew U. S. Good 15 Ibs. 
LAMB 
Chops, Loin U. S. Choice, 
6 oz. each 8 Ibs. 
(B.R.T.) U. S. Choice, yearling 15 Ibs. 
PORK 
| Bacon (Sliced) 24-26-1 Ib. 24 Ibs. 
Chops, Loin Grade A, 4 oz. each 25 ibs. 
Ham (Pullman) Ready -to-eat 30 ibs. 
Sausage Links 12-1 tb. 6 Ibs. 
Steaks (Boneless) Grade A, 4 oz. each 10 ibs. 
VEAL 
Leg (B.R.T.) U. S. Good 40 Ibs. 
FISH 
Haddock Fillets, skinless, 
4 oz. each 5 Ibs. 
Perch (Ocean) Fillets, 4 oz. each 25 Ibs. 


100 | 


| Fowl! (Eviscerated) 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 120 Ibs. 


POULTRY 
Grade A, 5 Ib. av. 


FRESH FRUITS 
Apples Jonathan, 113s 
Avocado Ripe 
Bananas Ripe 
Grapefruit Seediess, 70s 
Grapes Emperor 
Lemons 
Oranges 176s 
FRESH VEGETABLES 
Beets Topped 
Cabbage Bag 
Carrots Topped, bag 
Celery Pascal, 30s 
| Cucumbers 
Eggplant 
Endive Curly 
Lettuce Head, 48s 
Okra 
Onions, Dry Yellow, bag 
Onions, Green Bunch 
Parsley Bunch 
Potatoes, White Bag No. | 
Radishes Bunch 


Rutabagas 7 ibs 
90 Ibs. | Squash, Summer 50 Ibs 
| Tomatoes Repacked (5 x 6) 1 lug (20 ‘ds 
1 box | 
6 only | Apples 8 Ib. can, 
30 Ibs. 5-1 sugar 24 
Blackberries 8 ib. can, 5-l sugar 
pene | Cherries 8 ib. can, 5-1 sugar s 
Fruit Salad, Mixed Ib. can, 5-1 sugar bs. 
Grapefruit Sections 8 Ib. can ibs. 
| Orange Juice Con., 32 oz. can 6 cans 
_ Peaches Sliced, 8 Ib. can, 
5-1 sugar 8 Ibs. 
se te | Rhubarb 8 Ib. can, 5-1 sugar 8 Ibs. 
50 Ibs. 
1 doz. | FROZEN VEGETABL’ . 
2 Ibs. | Asparagus Spears,2% ib. 
3 only Beans, Green Cuts, 2% Ib. 20 ibs. 120 
6 heads | Beans, Lima Small, green, 
2 crates 2% Ib. pkg 2% ibs. 15 
10 Ibs. | Broccoli Stems and buds 
50 Ibs. 2% Ib. pkg. 5 ibs. 30 
1 doz. Kale 2% Ib. pkg. 2% ibs. 15 
1 doz. _ Peas 2% Ib. pkg. 25 ibs. 150 
400 Ibs. | Peas, Blackeyed 2% Ib. pkg. 2% ibs. 15 


1 doz. jew Chopped, 2% |b. pkg. 30 Ibs. 180 
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INTRODUCING ...A Brand-New Product Especially Formulated 
For Hospital and Laboratory Use 


Laboratory Glassware and 
Surgical Instrument CLEAN ER 


_ GLASSWARE - RUBBER & PLASTIC 


Throughout The Hospital . . . sterile tech- 
nique begins with COLEO! Because it con- 
tains a fast-acting wetting and penetrating 
agent, COLEO dissolves quickly, cleans 
thoroughly, rinses freely. Its efficient blood- 
removal action makes it especially desirable 
for cleaning surgical instruments and other 
O. R. equipment. 


In The Laboratory . . . COLEO assures 
equipment and apparatus that are not only vis- 
ibly clean . . . but scrupulously clean! 
COLEO-washed glassware is clean enough 
for impurity-sensitive tests. Will not etch 
glass! Also provides fast, thorough cleaning 
for stainless metal, rubber and plastic appara- 
tus throughout the laboratory. 


A SYMBOL OF QUALITY 
FOR OVER 150 YEARS 


Recommended for DE. 
« STAINLESS METAL ENAMELWARE 


Packed in 50 and 100-lb. Fibre Drums 


Write for prices to: 
Associated Products Department 


Easy On The Hands! Economical! One 
tablespoon of COLEO per gallon of water 
makes an effective cleaning solution. 


COLEO 


weTeuwenr 


and 5-lb. Cans (6 per case). 


Colgate-Palmolive Company 


300 Park Avenue, New York 22, N. Y. 
Atlanta 5, Ga. « Chicago ll, Ill. « Kansas City 11, Mo. « San Francisco 8, Calif. 
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fersonnel changes 


@tuke Birky has been appointed 
administrator of Mennonite Hos- 
pital and Sanitarium, La Junta, 
Colo. He was formerly administra- 
tor of Pioneers Memorial Hospital, 
Rocky Ford, Colo. 


@ Allan 8. Caldwell resigned as ad- 
ministrator of the Albert Schweit- 
zer Hospital, Haiti. He is a graduate 
of the Columbia University course 
in hospital administration. 


@ Francis M. Coe has been appointed 
director of the Babies’ Hospital— 
Coit Memorial, Newark, N. J. He 
was formerly assistant director, 
Elizabeth (N.J.) General Hospital 
and Dispensary. Mr. Coe is a grad- 
uate of the Columbia course in 
hospital administration. 


@ Frieda E. Enss has been appointed 
assistant administrator of St. Louis 
Children’s Hospital. Miss Enss was 
formerly business administrator of 
the United Christian Hospital, La- 
hore, Pakistan. She is a graduate 
of the Northwestern University 


course in hospital administration. 


@ Daniel N. Finch has been ap- 
pointed administrator of Bucyrus 
(Ohio) Community Hospital. He 
was formerly assistant adminis- 
trator of St. Luke’s Hospital, To- 
ledo, Ohio. Mr. Finch is a grad- 
uate of the University of Michigan 
program in hospital administra- 
tion. 


@ Jack F. Flood has been appointed 
administrator of Palm Beach Gen- 
eral Hospital, Lake Worth, Fla. 
He was formerly an Air Force 
major and administrator of the 
Strategic Air Command Hospital 
at Homestead Air Force Base, Fla. 


@T. W. Fourqurean has been ap- 
pointed associate administrator of 
Methodist Hospital, Texas Medical 
Center, Houston. He was formerly 
administrator of Brackenridge 
Hospital, Austin, Tex. 


@ Maurice A. Garland has been ap- 
pointed assistant to the adminis- 


trator of Tillamook (Ore.) General 
Hospital. He was formerly at Par- 
adise Valley Sanitarium and Hos- 
pital, National City, Calif. 


@ Norman €£. Girard has been ap- 
pointed assistant administrator of 


Rolling Hill Hospital and Diagnos-., 


tic Center, Elkins Park, Pa. He is 
a graduate of the Yale University 
program in hospital administra- 
tion. 


@ Albert E. Koch has been appointed 
administrator of Elks’ Aidmore 
Hospital, Atlanta. He succeeds 
Lee O. Dry. Mr. Koch was formerly 
with the Division of Hospital Serv- 
ices of the Georgia Department of 
Public Health. He is a graduate of 
the Georgia State College program 
in hospital administration. 


@ Richard H. Malone has been ap- 
pointed administrator of the Jef- 
ferson Davis Memorial Hospital, 
Natchez, Miss. He was formerly 
assistant administrator, Baton 
Rouge (La.) General Hospital. Mr. 
Malone is a graduate of the Uni- 


of a century. 


starved county and city institutions. 


Is a fund-campaign possible for your hos- 
pital? We’d be glad to discuss your problems 
with you at no expense or obligation. There are 
few firms who can speak as authoritatively as 
‘HANEY ASSOCIATES, fund raising counsel 
‘to hospitals exclusively for more than a third 


Write for helpful brochure 
on Hospital Campaigning .. . 


Our successful achievement of the $500,000 * 
goal for city owned Hale Hospital* has resulted 
in a number of inquiries from other, financially 


““AN EDITORIAL 


EY ASSOCIATES INC. 


797 WASHINGTON ST. «+ NEWTONVILLE 60, MASSACHUSETTS 


Fund Raising for City, County Hospitals ? 


IT CAN BE DONE IN MORE CASES THAN YOU WOULD BELIEVE! 


Well Done! 


THE HALE FUND DRIVE IS WELL OVER THE 
TOP, WITH A TOTAL OF $568,288 HAVING 
BEEN PLEDGED AS OF LAST NIGHT'S DINNER. 
...« There can be no doubt that what Greater 
Haverhill has seen these past few weeks was 
a well organized group effort on the part of 
hundreds of people. 
professional organizers of this drive, have 
proved to be well worth their fee .. .'' 


Haney Associates, the 


The Haverhill Journa! 
Haverhill, Massachusetts 
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versity of Chicago course in hos- Moline (Ill.) State Hospital. He 
pital administration. was formerly acting  superin- 
tendent of the institution. 

@ lee H. Schlesinger, M.D., has been 
appointed area medical director in 
the Columbus, Ohio, area medical 
office of the Veterans Administra- 
tion. Dr. Schlesinger, who has 
been manager of the West Side VA 
Hospital, Chicago, succeeds John 
G. Hood, M.D., who is being trans- 
ferred to Atlanta as area medical 
director. 


@ William G. Simmons has been ap- 
pointed administrator of Battle 
Creek (Mich.) Sanitarium and 
Hospital. He was formerly assist- 
ant administrator at the hospital. 


@ Sister Mary de Paul and Lorraine A. 
Harrington have been appointed as- 
sistant administrators of St. Mary’s 
Hospital, San Francisco. Sister 
Mary de Paul was formerly direc- 
tor of nursing at the hospital. She 


@ Martin Sloane, M.D., has been ap- 
pointed superintendent of East 


} 


NEW 
ODORLESS 


CLEANING 
AND DISINFECTING 


At last a cleaner-germicide that 
really cleans and really disinfects— 
both without the strong or offensive 
odors left by phenols or pine oils. 


Completely different because it is 
actually three unique and powerful 
products built into one: 


Blue Chip cleans completely _ 
Biue Chip disinfects thoroughly 
Blue Chip deodorizes deodorizes effectively | 


.. does all three jobs—EVERY time 
you useit.. .on floors, walls, wood- 
work, equipment. For proof, call 
your local Johnson's Wax distrib- 
utor... or write | 


s. c. Johnson & Son, Inc. 
Maintenance Products Dept 
Racine, Wisconsin 
*Biue Chip in the bottle contains a light, < as 
pleasant scent. This scententirely dis- a 
appears shortly after application. 


= chip 


holds a master’s degree from Cath- 
olic University. Miss Harrington 
has also been associated with the 
hospital. She is a graduate of the 
University of California program 
in hospital administration. 


@ Sister Mary Frederica has been ap- 
pointed administrator of St. 
Joseph’s Hospital, Belvidere, III. 
She was formerly administrator of 
St. Joseph Hospital, El] Paso, Tex. 

Sister Mary Ferdinand has been ap- 
pointed administrator of St. Joseph 
Hospital, El Paso. She was for- 
merly administrator of St. John’s 
Hospital, Salina, Kans. 

Sister Mary Adele has been ap- 
pointed administrator of St. John’s 
Hospital, Salina. She was formerly 
administrator of Seneca (Kans.) 
Hospital. 

Sister Mary St. Mel has been ap- 
pointed administrator of Seneca 
(Kans.) Hospital. She was for- 
merly administrator of St. Joseph’s 
Hospital, Beividere. 


@ Sister Mary has been appointed 
administrator of St. John’s Hickey 
Memorial Hospital, Anderson, Ind. 


@ Sister M. Theophane has been ap- 
pointed administrator of St. John’s 
Hospital, Cleveland. She was for- 
merly treasurer of the hospital. 
Sister Theophane succeeds Sister 
M. Mercia. 


@ Thomas T. Tourlentes, M.D., has been 
appointed superintendent of Gales- 
burg (Ill.) State Research Hos- 
pital, succeeding Lester H. Rudy, M.D., 
who has been appointed superin- 
tendent of the new Illinois State 
Psychiatric Institute, Chicago. Dr. 
Tourlentes was formerly assistant 
superintendent at Galesburg. 


Deaths 


@ Ruth MacMaster, long-time admin- 
istrator of Memorial Hospital, 
Huntington, W. Va., died July 28 
of a liver ailment. Miss MacMaster 
was a former vice president of the 
West Virginia Hospital Association. 


@ Rear Admiral Charlies W. O. Bunker 
died Sept. 17 at the Naval Hos- 
pital, Bethesda, Md., at the age of 
76. He was formerly commanding 
officer of the Naval Hospital, 
Brooklyn, N. Y., and later medical 
officer in command of the National 
Naval Medical Center, Bethesda. 
Admiral Bunker is survived by his 
widow, Eleanor, and two children, 
Garrett Bunker and Mrs. Ralph 
Bloor. 
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you can have 6-minute 
radiograph processing 


Yes, 6 minutes from the time an exposed film is fed into 
the Kodak X-Omat Processor it emerges—a fully 
processed radiograph, dry and ready to read. 


Here’s the answer in terms of more efficient service 
both to patients and staff. 


Here’s the answer to the x-ray film processing prob- 
lem of today created by the ever-increasing number 
of patients requiring radiological examination. 
—And because of its processing 

speed, reliability and capacity, 
here’s the answer for the 
department that is planning 
, ahead to meet the still 
greater demands of the 
years to come. 


Compact: Less than 25 square feet—that’s all the 
floor space needed for the Kodak X-Omat Processor. 
And only 22 inches of its less than 10-foot length 
must be in the darkroom. 
Get the Complete Story: Kodak X-Omat Processors 
are at work now in some of the nation’s finest 
hospitals—producing radiographs of uniform high 
quality day after day. 

Phone your Kodak X-Omat dealer to give 
you all the facts and figures. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 
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Aid-to-Aged Studies Expanding 


Issue of health care for the aged is probably under 
more intensive study by more different committees, 
both public and private, than ever before. 

Problem of providing adequate medical and den- 
tal care for elderly people came into sharp focus in 
the last session of Congress during debate on the 
Forand bill. Although House Ways and Means Com- 
mittee did not vote Forand proposal into law, it did 
ask the secretary of Health, Education, and Welfare 
to conduct a study on hospitalization and nursing- 
home care insurance for social security beneficiaries. 
Report is due Feb. 1, 1959, less than 30 days after 
the new Congress convenes. 

It is politically significant that Sen. John F. Ken- 
nedy (D-Mass.), prominent candidate for presidential 
nomination in 1960, recently said: “this report should 
provide us with some of the facts we need to embark 
on a constructive program of hospital insurance for 
the elderly.” 

In addition, Sen. Kennedy has asked the Senate 
Subcommittee on Labor to undertake a comprehen- 
sive study of the needs of older citizens while Con- 
gress is in recess. The senator intends this study to 
lay the foundation for a full legislative program 
next year. 

He has outlined what he calls his “10 Point Bill 
of Rights for Our Senior Citizens” and has said, 
“action in each field is desperately needed.” Sen. 
Kennedy’s point four in his “Bill of Rights Program” 
is receiving attention in government agencies con- 


a & 
SEN. HUMPHREY 


SEN. HILL 


SEN. KENNEDY 


cerned with aged health care laws. It reads: 

“A program must be declared to provide adequate 
medical and dental care for all elderly citizens. Al- 
though science and medical skill have rewarded us 
with an ever increasing life expectancy, our later 
years inevitably increase our need for medical and 
dental services. This comes at the same time that 
there is a drop in income. Some means must be de- 
veloped to relieve our older citizens from the stress, 
the worry, and the hardship which results. 

“Although the number of persons over 65 consti- 
tutes less than 9 per cent of the population, they ac- 
count for 40 per cent of the chronically ill, 22 per 
cent of the long-term hospital beds, and between 
80 and 90 per cent of the inhabitants of nursing 
homes. Less than half have any form of health in- 
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surance. The health needs facing our older citizens 
are of staggering proportions. We cannot turn our 
heads and hope this problem will go away.” 


International Health Programs 
Evoke Congressional Interest 


Two separate developments point to a reawakened 
congressional interest in international health pro- 
grams. First: a comprehensive investigation of all 
United States international health projects. Second: 
Sen. Lister Hill’s (D-Ala.) proposed international 
medical research program. 

Sen. Hubert H. Humphrey (D-Minn.) has released 
a memorandum giving details on his subcommittee’s 
study of all U.S. international health programs. In 
order to inform interested organizations and agencies 
as well as private individ ls and groups, Sen. Hum- 
phrey sent out a preliminary guide setting forth the 
purposes of the subcommittee’s investigation. 

The subcommittee will focus its attention on: 

(a) International medical res¢orch programs which are 
being conducted to find gures for those major diseases 
whose causes or cures 4re now unknown. 

(b) International medical assistance or service programs 
which are being conducted to help peoples lacking 
adequate resources to combat widespread infections 
and other afflictions, in addition to programs carry- 
ing out quarantine and related efforts of cooperation. 

Sen. Humphrey said his subcommittee is interested 
in documenting what is being done by the executive 
branch in accordance with laws already enacted by 
Congress. He said a major purpose of the subcom- 
mittee would be to study the relationship between 
official overseas health activities and private activi- 
ties. The senator said that he is inviting factual 
reports from competent private individuals and or- 
ganizations who have made contributions to inter- 
national health projects in such fields as tropical 
medicine, overseas health demonstration projects, 
and training programs. 

The subcommittee has $30,000 to spend on the 
study and must report its findings together with rec- 
ommendations for legislation by Jan. 31, 1959. 

The second development which will be directly 
affected by Sen. Humphrey’s investigation is a Senate 
resolution introduced by Sen. Hill to establish an 
international medical research program with an an- 
nual appropriation of $50 million. 

Sen. Hill would set up his international medical 
research program within the Department of Health, 
Education, and Welfare as a new National Institute 
of International Medical Research. It is the senator’s 
belief that such a program will become a major and 
vital part of American foreign policy. Senator Hill 
said, in introducing his legislation late in the last 
Congress, that “I feel it important to introduce this 
joint resolution even in the waning days of the Con- 
gress, so that the department of the federal govern- 
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NEW (,;LAsco 
“VCE” 


SLIDES 

for preparation of Cytological Smears 5 

PREPARATION OF CYTOLOGICAL SMEARS wall of the vagina, and then the material is spread = 

USING THE GLASCO “VCE” SLIDE-—In order on the portion of the slide marked “V”’ adjacent to = 

&. to achieve the utmost diagnostic accuracy and to the frosted end; (2) a second wood spatula is used to a 
. enable one to do cytological cancer screening, hor- scrape the mucosa of the uterine cervix (especially a 
monal reading and microbiologic classification, three any recognizable abnormal area), and this material se 

smears should be routinely prepared—-one each from is spread on the middle section marked “C’’; (3) a he 

. the fornix vaginae, and portio uteri vaginalis and the cotton-swab applicator (preferably premoistened) is iy 
endocervix—from every gynecologic or obstetric pa- inserted into the endocervix and rotated slightly, ey 

tient regardless of age and menstrual history. and then the material is spread on the portion of th« . 

slide marked “E”’. 

Wied, G. L.—-Amer. J. Clin. Path. 25: 742-750, 1955 = 

< | +— VAGINAL SMEAR Wied, G. L.—-Amer. J. Clin. Path. 28: 233-242, 19>7 ag 

| CERVICAL SMEAR 
m |¢—— ENDOCERVICAL SMEAR a5 
H-10 

Sketches to illustrate the preparation of the cytolog- | 44 AS ( / () a 


HOSPITAL PRODUCTS 


111 North Cana! Street Chicago 6, 


ical smears on the Glasco “VCE” slide: (1) an ordin- 
ary wood spatula is used to obtain the specimen 


(without scraping) from the mucosa of the lateral Please send me a free sample of the new Glas« » VCE Micro- 


scope Slide. My surgical supply dealer is____ 


New Glasco “VCE” Microscope Slides 

are now available from Hospital Clinic Laboratory 

your Surgical Supply Dealer Address ee asain 
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Collecting Bills 


and Protecting 


Good Will... 


i 


paces 
Stretching income to cover the costs of im- 
proved service and safeguarding the reputation 
of the hospital can be real problems. 

Like many personal service businesses, hos- 
pitals are constantly under fire because of 
rising expenses. How a hospital handles its 
collections can be an excellent target for criti- 
cism—defamatory fuel for an explosive issue. 
The methods used for collecting bills can add te 
or detract from your whole public relations pro- 
gram! But there is a right way... 

Allow ACA members to assume your collec- 
tion responsibility. They provide ethical, de- 
pendable service—always in the best interest of 
maintaining the good will and integrity of the 
institution. 

There are ACA offices serving 6,000 com- 
munities in all 48 states, Canada, Alaska and 
Hawaii. For full information write this office— 
or look for the name of your ACA member 
collection agency in your telephone directory. 


“A Nationwide Association of Ethical 
Collection Agencies” 
AMERICAN 
COLLECTORS 
ASSOCIATION 


Inc. 
5011 Ewing Ave. Se. 
Minneapolis 10, Minnesota 


ment can study it, the newspapers of the country 
can interpret it, and the American people can have 
a chance to understand its import.” 

Sen. Hill’s international medical research program 
calls for an advisory council consisting of the sur- 
geon general as chairman, a representative of the 
state department, and 16 other members appointed 
by the HEW secretary. Under the advisory council’s 
direction, HEW is authorized to make financial grants 
to public or private hospitals, universities, and labo- 
ratories in countries which carry out approved medi- 
cal research projects. 


Nursing Home Types Defined 


The Public Health Service has developed new 
terminology to standardize definitions of various 
types of nursing home facilities. 

The definitions are a first step in drafting model 
legislation and regulations for states to use in im- 
proving their laws governing nursing homes and 
homes for the aged. 

The need for uniform terminology was stressed at 
the First National Conference on Nursing Homes and 
Homes for the Aged held in Washington last winter. 
PHS is circulating the new terms among state agen- 
cies and national organizations, including the Ameri- 
can Nursing Home Association and the American 
Hospital Association. 

Once general terms are agreed upon the model 
laws will be drawn up, and according to PHS, will 
take into consideration the interrelation between 
hospitals and nursing homes in providing health care. 

The facilities defined under the new terms include 
the following: 

No. 210 Facility: A facility, whether operated for 
profit or not, including those run by a state or other 
political subdivision, which provides for a period of 
not less than 24 hours a day intermediate care for 
two or more individuals. Such care is defined as 
nursing care, diet therapy, physical therapy, occu- 
pational therapy, recreational therapy and both social 
group work and social casework. Patients would be 
under the care of an attending physician. 

No. 310 Facility: A facility, profit or nonprofit, op- 
erated for the purpose of providing nursing care 
under the supervision of a registered nurse and under 
the care of an attending physician. 

No. 410 Facility: A facility, profit or nonprofit, pro- 
viding personal care, such as assistance with the 
everyday essential activities of living. Supervision of 
a registered nurse and an attending physician is not 
required. 


Lines Drawn on Research Cost 


Hospitals associated with medical schools will soon 
be subject to uniform cost principles on health re- 
search projects using federal funds. 

Federal agencies, including the Public Health Serv- 
ice, will provide information on these principles to 
all educational institutions receiving federal research 
grants. The principles were developed by the federal. 
Bureau of the Budget in consultation with federal 
agencies awarding research grants. 

The new cost standards do not in any way alter 
the present 15 per cent limit on overhead costs for 
research under PHS. Congress again turned down the 
request to raise this limit to 25 per cent, in lieu of 
payment for full overhead costs. 
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The special cost situation in hospitals was given 
recognition, however, under the new budget bureau 
principles. The bureau circular notes that it may be 
“necessary to develop” separate principles in deter- 
mining the costs of educational institutions where 
research is conducted in a hospital. 


Budget Director Maurice H. Stans declared that for humans. Bs 
“every effort has been made to develop principles (5) Studying the exposure of uranium miners. a 
that would be sufficiently flexible to meet the varied (6) Carrying ovt research studies. a 
situations encountered in the administration of the Secretary Flemming was questioned about data on t= 
diversified programs of government sponsored re- the radioactivity contamination of rivers that supply a 
search.” He said the new principles were prepared water to atomic energy installations. ail 
“in keeping with the need for federal policies and He promised information on this subject in a fu- = 


procedures that would promote the attainment of 
national research objectives...” 

The cost principle applying to research in hospitals 
would touch on plant operation, depreciation of build- 
ings, library expenses and salary apportionment. The 
circular also discusses such items as interest costs on 
borrowed capital, taxes, and personnel recruitment. 


Flemming’s Second Conference 


Secretary of HEW Arthur S. Flemming held his 
second press conference on Sept. 22. He took office 
Aug. 1. The HEW secretary presented a statement 
of the steps taken by the Public Health Servjce over 
the past 10 years to protect atomic workers‘and the 
general public from dangerous nuclear radiation. 

Secretary Flemming’s summary explained that 
the PHS Division of Radiological Health is now en- 
gaged in a variety of activities: 


(1) Offering training courses to personnel who han- 
dle radiation-producing medical equipment. 

(2) Measuring the fallout during the current series 
of nuclear tests. 

(3) Measuring radioactivity in air, water, and milk. 

(4) Determining the permissible levels of radiation 


ture press conference. He also promised to look into 
the matter of why the Atomic Energy Commission 
failed to release data on the radioactive fallout during 
the 1958 period in which atomic tests were held by 
Russia, the United States, and the United Kingdom. 


Nonprofit Groups Make Records Public 


Internal Revenue Service has announced that ap- 
proved applications for federal tax exemption sought 
by nonprofit institutions will be open for public in- 
spection starting Nov. 3. 

The applications and supporting documents will 
be made public under legislation passed by Congress 
this year. The new law authorizes disclosure of the 
grounds on which the exemption is based. IRS esti- 
mates the number of such tax exemptions at 125,000 
to 150,000. Contributions to some 40,000 to 50,000 of 
the tax-exempt nonprofit institutions (such as hos- 
pitals, schools, churches, charities) are tax deductible. 


Why BRILLO SUPERWELD FLOOR PADS 


give extra long service 


in floor maintenance 


| 


> 


= 


Brillo Superweld is a radically new kind of _ more durable pad, a less costly operation for an 
floor pad. Its steel wool fibers are welded to —_—you. F 

form radial reinforced ribs. This means a Brillo Su 
Its metal fibers are cross-stranded in very = 

direction . . . give a better cleaning and pol- 2 

ishing section on all types of floors—. -phalt, iz 

hardwood, linoleum or vinyl. A: 

Brillo Superweld lasts lone 

A strong, yet flexible radial weld |} \ds these = 


metal fibers securely in place—adc ¢ greater 
strength and durability. Brillo Su)rweld can 
be used over and over again. 


fu 


Brillo Superweld lowers main enance costs 
Every Brillo Superweld Pad has powerful 
abrasive action—enables your machine to 
work rapidly—gives floors a higher gloss. You 
save time and money when you use the new 


Brillo Superweld Floor Pads. See your sup- 
plier, or write: 


BRILLO MANUFACTURING COMPANY, INC. 
60 John Street, Brooklyn 1, New York 


> 
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Comprehensive rehabilitation report 


Rehabilitation viewed 
as total management 
PROCEEDINGS OF THE INSTITUTE ON RE- 
HABILITATION CENTER PLANNING, 
Feb. 25-March 1, 1957. U.S. De- 
partment of Health, Education, and 
Welfare. (Rehabilitation service 
series No. 420) Washington, Gov- 
ernment Printing Office, 1957. 322 
pp. $1.25. 

Proceedings of the Institute on 
Rehabilitation Planning held early 
in 1957 are extremely valuable to 
hospital administrators planning to 
establish rehabilitation programs 
in their hospitals. Those hospital 
personnel who commonly think 
of rehabilitation as just physical 
therapy, or even occupational 


- therapy, wifl have their concepts 


considerably broadened after read- 
ing the papers presented at the 
meeting sponsored by the Confer- 
ence of Rehabilitation Centers and 
the Federal Office of Vocational 
Rehabilitation. Rehabilitation is 
seen here as total management of 


the patient and his problems—of- 
fering medical, psychological, so- 
cial and vocational services in an 
integrated manner for the primary 
purpose of advancing the rehabili- 
tation of a disabled individual. 
Among the subjects covered in 
the papers presented at the con- 
ference by some of the most 
knowledgeable people in the re- 
habilitation field were: funda- 
mentals in planning rehabilitation 
centers; analysis and evaluation of 
existing rehabilitation resources in 
a given area; measurement of the 
rehabilitation needs in a commu- 
nity, taking into consideration both 
short-range and long-range poten- 
tials; estimating the financial re- 
sources available for support of a 
center (including a discussion of 
the role of third party payers); 
how to explain the rehabilitation 


 eenter’s role to trustees and the 


community in general. 
This review by no means com- 


also: 

prolonged iliness as medico- 
social problem 

planning psychiatric clinics 


pletely encompasses all the papers 
presented at the conference. The 
proceedings are “must” reading 
for every administrator and his 
board of trustees, if they are to 
fully understand and appreciate 
the many complex problems and 
circumstances that surround the 
establishment of a comprehensive 
rehabilitation program.—OSCAR 
KURREN, executive director, Har- 
marville Rehabilitation Center, 
Pittsburgh. 


Prolonged illness as 


medico-social problem 


PATIENTS ARE PEOPLE: A MEDICAL- 
SOcIAL APPROACH TO PROLONGED 
ILLNESS. Minna Field. 2d edition. 
New York, Columbia University 
Press, 1958. 280 pp. $4.50. 


This volume is a well written 
revision of a work dealing with 
a problem currently very much 
on the minds of health workers. 
The 10 chapters cover, among 
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other things, the extent of the 
problem of prolonged illness, its 
ravages, its impact on the family, 
and rehabilitation. 

The author emphasizes that 
long-term illness is a medico- 
social problem by giving many 
brief case histories in social work. 
She shows how specialization has 
detracted from treatment of the 
patient as a whole by fostering 
concentration on only the most 
evident disabilities at the cost of 
ignoring other medical and social 
problems which might have great 
bearing on the health of the in- 
dividual. 

The writer speaks from broad 
experience, but perhaps a large 
portion of the book might be con- 
sidered as being in the field of 
psychiatry rather than strictly 
medical social service. This, in 
the reviewer’s opinion, is as it 
should be. 

The problem of prolonged ill- 
ness is one that affects all ages. 
This fact is not sufficiently brought 
out, as the text and case histories 
are almost entirely concerned with 
problems of older people. 

Chapters entitled ‘Post-Hospi- 
tal Adjustments” and “Learning 
to Live With the Illness” provide 


interesting reading. The book is 
well indexed and has many 
references and quotations. Social 
workers, doctors and nurses will 
find the book thought-provoking. 
A large amount of repetition in 
the book provides emphasis, but 
at the same time might induce the 
reader to skip valuable material. 
Statistics given in several in- 
stances date from 1950 or earlier; 
later figures would be more con- 
vincing.—JOHN H. HAYEs. 


Planning psychiatric clinics 


OUTPATIENT PSYCHIATRIC CLINICS IN 
THE UNITED STATES, 1954-55; CHAR- 
ACTERISTICS AND PROFESSIONAL 
Srarr. Anita K. Bahn and- Vivian 
B. Norman. (U.S. Public Health 
Service Publication No. 538) 
Washington, Government Printing 
Office, 1957. 87 pp. 50 cents. 


The authors hoped by amassing 
data on existing outpatient psychi- 
atric facilities to provide a statis- 
tical basis for planning future out- 
patient clinics. They concede, 
however, that their data are in- 
complete in a number of respects. 
Despite this, the amount of infor- 
mation presented is impressive and 
factual. Their analysis of these 
data is excellent and leads to a 


number of provocative questions 
and problems pertaining to the 
planning of future facilities. 

The monograph provides few 
answers, but raises some very in- 
teresting speculations, Are present 
concepts of the clinic-team realis- 
tic? What clinic changes (staffing, 
ratio of professional personnel, 
geographical proximity, number 
of man-hours, etc.) must be ef- 
fected to allow for our increased 
psychiatric knowledge and newer 
treatments? What role will the 
tranquilizers play in future plan- 
ning? Admitting the marked dif- 
ferences between clinic facilities 
provided in urban and rural areas, 
does this situation need changing? 

The administrator of an out- 
patient psychiatric clinic will find 
that this report is pertinent to him 
and will provide an opportunity to 
assess his clinic in relation to simi- 
lar facilities throughout the coun- 
try. The authors draw no sweep- 
ing conclusions, but do point to 
areas in which information is in- 
complete or absent. Such data, 
when finally obtained, will permit 
realistic changes in clinic facili- 
ties —Paut E. FELDMAN, M.D., di- 
rector of research and education, 
Topeka (Kans.) State Hospital. 
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A smashing victory in Superior, Wisconsin (35,000 
population). For the Superior Memorial Hospital. 
Board President Henry R. W. Knudsen has this to say: 


. You hove earned the respect and friendship of all and 
and brought the community together . . . with a unity never 


y ——e before seen in our city. We have been 

af the success attained . . . and 

ean’ s | wholeheartedly endorse your program to 
s3 any group considering a fund raising 


sess 35 campaign. 


and General Chairman Roland L. 
Amundson declares: . . Never before 
surpassed our fondest dreams. Your 


a in the 100 years of its life has Superior 
RAISED | ever set a fund goal of $750,000 and 
directors ‘won friends and influenced 

$ q 0 1 0 0 0 0” fas people’. . . our city will ever be grateful.” 


achieved it. We went over the top . . . for 


- = SAME DAY IN LAKE CITY, IOWA (2,300 population). 


A record achievement for Lake City 
Hospital. 


Goal: $250,000.00 
Raised: $253,648.00 (897 gifts) 


. L. W. Sievert, Board President, 
os states: “. . . our directors were able to overcome all! prob- 
i lems . . . were well trained . . . did an outstanding job. 
Without Burrill, Incorporated, we never would have made 
our goal.” 


INCORPORATED FINANCIAL CAMPAIGN DIRECTION 


(formerly Campaign Associates, Incorporated) 


Suite 200, 424 Nichols Rood, VA. 1-8627 
Member Americon Assn. 
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AMA JOURNAL REPORTS— 


7746 Intern, Resident Openings Vacant 


As of Sept. 1, 1957, approximately 5000 of 12,325 internships available 
in American hospitals were unfilled or were filled by graduates of foreign 


medical schools. 


Some 7000 students who graduated from U.S. medical schools during 


1957 took most of the internships 
hospitals were filled as of Sept. 1, 
1957, by either American or for- 
eign interns. 

Of a total of 30,595 residencies 
offered by 1248 U.S. hospitals as 
of Sept. 1, 1957, 24,976 were filled. 

This information concerning in- 
ternships and residencies at U.S. 
hospitals is contained in a report 
on graduate medical education in 
the United States which appears 
in the Oct. 4 issue of the Journal 
of the American Medical Associa- 
tion. The report was compiled by 
Dr. Arthur N. Springall, Dr. John 
Hinman; and Dr. Willard YV. 
Thompson, of the American Medi- 


. A total of 10,198 internships in 867 


types of internships has remained 
approximately the same as for the 
preceding year. Rotating intern- 
ships accounted for 87.6 per cent 
of the internships available, mixed 
internships 1.6 per cent, and 
straight internships 10.8 per cent. 

Of the straight internships, those 
in medicine showed the highest 
rate of occupancy, 92 per cent; the 
lowest rate was for pathology, 
which was 66 per cent. Status of 
the straight obstetrics-gynecology 
internship was clarified too late for 
interns to be reported on service 
on Sept. 1, 1957. 


cal Association’s Council on Medi- 


The largest group of hospitals 
cal Education and Hospitals. 


offering internships during 1957- 


MORE HOSPITALS OFFER PROGRAMS 1958 were nongovernmental hos- 


The number of hospitals offering 
internships during the 1957-1958 


pitals; there were 684, or 78.9 per 
cent, hospitals in this category of- 
fering 7740 positions in 1957, com- 
pared with 670 hospitals providing 
7393 internships in 1956. 


TEACHING AND NONAFFILIATED 


Internships were also classified 
by AMA according to the degree 
of utilization by medical schools 
for undergraduate medical educa- 
tion. A “major teaching hospital” 
is considered by the medical school 
as a major unit in its undergradu- 
ate clinical clerkship program. A 
“minor teaching hospital’ is one 
which is used to a limited extent 
for undergraduate training. Hos- 
pitals which are not designated by 
a medical school as participating 
in such a program are termed “non- 
affiliated hospitals.” 

There are 140 major teaching 
hospitals, constituting 16 per cent 
of the total number of hospitals 


Number of Internships, by Type of Hospital Control 1957-1958 


No. of Internships — 


internship year, 867 hospitals, was No. of Filled Vacant Per- 
2 per cent more than in the previous Approved Sept. 1, Sept. 1, centage 
internship year; the number of ap- Control Hospitals 1957 1957 Filled 
proved intern programs in the 867 Federel 
hospitals was 1093. Each year since 10 223* 3 99 
1952 the number of hospitals offer- 14 193 100 
ing internships has been approxi- 1 23 1 96 
mately 2 per cent greater than the Public Health Service ......... 7 84 ) 100 
previous year, the report stated. Veterans Administration ....... 6 48 47 50 
The number of internships, how- 3 43 88 
ever, was 3 per cent higher for the 
1957-1958 year than for the pre- 41 614 57 92 
vious year. Intern positions have Governmental (nonfederal ) 
increased during the past 10 years 31 840 127 87 
from an average of 11.3 to 14.2 36 877 125 84 
per hospital. 49 1,327 167 89 
Three types of internships have CO TEE ore 17 320 68 82 
been approved by the AMA Coun- — _—_— — 
cil. These are: (1) rotating, which ceo 133 3,364 487 87 
includes training on the medical, Nengovernmental 
surgical, pediatric, and obstetric dues 316 2,566 749 77 
services; (2) mixed, offering train- Nonprofit corporations ........ 368 3,614 811 82 
ing in two or three of the four esses si 
major clinical services, and (3) nb eeeacccrsecanbennes 684 6,180 1,560 80 
straight, which provides training praprietary 
in a single service. Partnership verre 2 25 
Corporations unrestricted as 
MORE POSITIONS AVAILABLE 8 38 17 69 
Although there was an increase 63 
year in the number of positions . 867 10,198 2,127 83 
available (up 430 positions) the 
relative distribution of the three *includes 60 positions assigned to the Air Force. 
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offering internships; these hospitals 
offered 4333 intern positions, of 
which 88 per cent were filled on 
Sept. 1, 1957. The 71 minor teach- 
ing hospitals constituted 8 per cent 
of the total and were 78 per cent 
filled. Nonaffiliated hospitals, 656, 
make up the- largest group; they 
constitute 76 per cent of the total. 
Of the 7100 positions, 80 per cent 
were occupied on Sept. 1, 1957. 


HIGHEST INTERNSHIP RATE 


Hospitals in United States terri- 
tories and possessions and those 
in the New England area showed 
the highest rate of internship oc- 
cupancy, 88 per cent, on Sept. 1, 


1957. The region having the lowest 
rate of occupancy was the East 
South Central area with 75 per 
cent. 

More than 25 per cent of the 
internships offered were located in 
the Middle Atlantic states (New 
Jersey, New York, Pennsylvania). 

Three states, Idaho, Nevada, and 
Wyoming, still do not offer ap- 
proved intern training. 


INTERNSHIP STIPENDS 


The AMA report also included 
data on internship stipends. For 
affiliated hospitals, the average 
cash stipend paid in 1954 was $87 
per month; in 1955, $121; in 1956, 
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Now save time and money at the drop of a glove. Perry 
gloves ore priced low enough 
to be disposable, saving the cost of reconditioning gloves 
ond the time of laundry personne! ond nurses. No more wash- 
ing, sorting, testing and packing for autoclaving. 


disposable surgeons’ latex 


Just sterilize Perry disposable gloves in their autociove 
package (with auvtoclave-indicator tope). Use them with the 
full protection of new gloves* and throw them away. 


White or brown latex. Full range of sizes, 6 through 9 in- 
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*Perry disposable latex gloves meet government specificotions 


ZZ-G-421, Amendment 4. 
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$141, and for the year beginning 
July 1, 1957, $155. Nonaffiliated 
hospitals showed a similar increase 
—in 1954, $136; in 1955, $169; in 
1956, $177, and in 1957-58, $197. 

In addition to the monthly cash 
allowance, 69 per cent of the affili- 
ated hospitals furnished full main- 
tenance; 20 per cent furnished par- 
tial maintenance, and 11 per cent 
furnished no maintenance. In the 
nonaffiliated group, 83 per cent of- 
fered full maintenance; 14 per cent 
offered partial maintenance, and 3 
per cent indicated that no mainte- 
nance was furnished. 


RESIDENCY STATISTICS GIVEN 


Some 5299 approved residency 
programs were offered during 
1957-1958, an increase of 165 over 
the previous year. The total num- 
ber of residencies offered by all 
programs was 30,595, an increase 
of 6 per cent over the number of 
positions offered during the previ- 
ous year. Of this number 12,939, or 
approximately 40 per cent, were 
first year residencies. 

Training was offered in 26 spe- 
cialties and in general practice. 
The specialty offering the largest 
number of residency positions was 
surgery, with 5924 positions of- 
fered. The next largest number of 
positions offered was 5401 in in- 
ternal medicine. Obstetrics-gyne- 
cology was the third highest with 
2525 positions offered. The posi- 
tions offered in these three spe- 
cialties accounted for approxi- 
mately one-third’ of the total 
number of residencies offered dur- 
ing the year. 

Residencies in aviation medicine, 
dermatology, obstetrics-gynecol- 
ogy, ophthalmology, and surgery 
showed an occupancy rate of 90 
per cent or higher. The rate of 39 
per cent for public health was the 
lowest. Over-all occupancy rate 
for all residencies was 82 per cent, 
one per cent higher than the figure 
for the previous year. 


4614 FEDERAL RESIDENCIES 


Federal hospitals numbered 125 
in a total of 1248 (49 more than the 
previous year’s total) and offered 
4614 residencies of a total of 30,- 
595 positions. Veterans Adminis- 
tration hospitals were responsible 
for 3258 residencies, 11 per cent 
of the total number offered. 

State, county, and city hospitals 
offered 10,834 positions, city hos- 
pitals being the highest in this 
category with 3339 positions. Non- 
governmental hospitals were re- 
sponsible for 14,800 residency po- 
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sitions and proprietary hospitals 
for 250. 

The occupancy rate for federal 
hospitals on Sept. 1, 1957, was 75 
per cent. The rate for governmental 
nonfederal hospitals was 84 per 
cent; nongovernmental hospitals 
82 per cent; proprietary hospitals 
79 per cent. The over-all occupancy 
rate for all hospitals and other 
groups offering residency training 
(aviation medicine, occupational 
medicine, public health) was 82 
per cent, one per cent higher than 
the previous year. 

More than half the residencies 
offered (16,460) were available in 


hospitals having 500 or more beds. 
The highest percentage of posi- 
tions filled on Sept. 1, 1957, was 
in the 50-99 bed classification, with 


89 per cent filled. Residencies 
at the group of hospitals having 
500 beds or more were 88 per cent 
filled on the same date. ad 


BLUE CROSS-BLUE SHIELD CONFERENCE— 


Health Plan Heads Seek Cohesive Operation 


A closer working relationship should exist between the enrollment 
and public relations functions of Blue:Cross and Blue Shield Plans, par- 
ticipants in the Blue Cross-Blue Shield 1958 Enrollment and Public 


Relations Conference concluded. 


Three hundred Blue Cross and Blue Shield Plan executives attended 


the conference held in Chicago 
Sept. 17-19. They participated in 
joint sessions and in workshop 


Hour 
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Dis gation 


There’s little doubt that the hospital blanket which is in such 
close contact with the patient offers a fertile field for spreading 
infection. Confirmation by bacteriologic tests usually reveals 
a surprisingly high count under ordinary blanket use situations. 

Efforts to eliminate this reservoir for spreading staph (and 
other potentially dangerous organisms such as tubercle bacilli) 
have stimulated controlled studies in many hospitals... 
and the consequent adoption of routine disinfection 


of blankets between patients. 


For example — 


In New Hampshire, Adams’ hospital added Amphyl!® disinfectant to 


routine laundering of blankets as patients changed, or earlier if soiling 
occurred, with the result that “it renders them routinely sterile’ and 
also “this disinfectant neither shrinks nor discolors blankets.” 

In Washington, Ravenholt and others’ tested Amphyl for 
disinfecting hospital blankets heavily contaminated with staph. 


Their findings indicate that “the addition of a synthetic phenolic 
disinfectant Amphyl achieves virtual elimination of staphylococci 
on the blankets. Routine use of the tested disinfectant for 

washing blankets, pillows, and all laundry materials, as well as for 
surface disinfection, in a Seattle tuberculosis sanatorium for 
seven years has demonstrated that the disinfectant does not injure 
fabrics or other materials nor cause sensitivity reactions in 
personnel or patients. On the basis of these findings, the 

synthetic phenol used in these studies appears to be a suitable 
compound for use in blanket disinfection.” 


Practical problems of laundry handling as well as the bactericidal 
and tuberculocidal effects of Amphyl have been considered 
in these reports. We hope you will find each article helpful 
in making Amphy!] blanket disinfection routine in your own laundry. 
Also, Lehn & Fink’s technical staff is always ready to assist 
you in strengthening control of cross infection in any area of your 
hospital. Just write us at 445 Park Avenue, New York 22, N. Y. 


We with be af 
t Atud rtprinte 


1. Adams, Ralph: Med. Times, 86:1119-1127 (Sept.) 1958. 
2. Adams, Ralph: Resident Physician, 4:112-132 (Sept. ) 1958. 


- Professional Division 


Lehn & Fink Products Corporation 


3. Ravenholt, Otto H., and others: Hospitals, 32:75-80 (June 16) 1958 
4. Ravenholt, Otto H.,and others: Med. Bull. U. of Minn. 29:421-429 (May 1) 1958. 


108 


© Lehn & Fink Products Corporation 1958 


groups, discussing problems pecu- 
liar to the enrollment function and 
the public relations function as 
well as problems they have in 
common. 

During the conference, the spe-. 
cial needs and problems of each 
Plan function were analyzed in 
an attempt to weld the ideas of the 
participants to form a more co- 
hesive program of promotion and 
marketing of Blue Cross and Blue 
Shield. 

Discussing “Our Current Com- 
petitive Problems” at the opening 
session, Harold V. Maybee, man- 
aging director, Group Hospital 
Service, Wilmington, Del., advised 
the Blue Cross and Blue Shield 
audience to “look closely and care- 
fully” at itself. “‘We should,” he 
said, “give full value to our hard- 


arned, secure and reputable place 
‘in the community. We should look 


at our relationships with hospi- 
tals, not to say with the American 
Hospital Association and our med- 
ical societies, and note that they 
are items of incalculable value. 
The man in the field can only feel 
as secure as he feels his organiza- 
tion is, and you know as well as I 
that this security is frequently that 
intangible difference between a 
sale and no sale.” 

‘DOING THE JOB’ 


Arthur F. Hanley, assistant di- 
rector, Hospital Service Corpora- 
tion of Rhode Island, Providence, 
said that in his state, most of the 
population is enrolled—yet there 
still is room to sell, Mr. Hanley en- 
couraged Plans not to relax in 
their enrollment campaigns: “we 
are perhaps best known for doing 
the things others have said couldn’t 
be done. Let’s do the job.” 

Discussing “Our Current Pub- 
lic Relations Problems,” W. Jeffer- 
son Lyon, vice president, Hospital 
Service Plan of New Jersey, New- 
ark, said the “mission” of Blue 
Cross and Blue Shield public rela- 
tions people is “telling the story of 
Blue Cross and Blue Shield to 
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varied publics in a way that will 
get them to understand and to 
like us.” 

At a luncheon session, A. J. 
Hayes, international president, In- 
ternational Association of Ma- 
chinists, AFL-CIO, Washington, 
D.C., presented the view of a labor 
man toward the extent and effi- 
ciency of hospital and medical care 
plans. He warned: “in the past 
quarter of a century, we have 
come far in finding ways to make 
the miracles of modern medicine 
available to more and more of our 
people. But we still have far to 
go. And in the field of health, as 
in so many fields of national en- 
deavor these days, our footsteps 
are dogged by the specter of im- 
perialistic communism, and we 
dare not lag.” 


EXPLAINING COSTS 


A panel presentation on the re- 
sponsibility that Blue Cross and 
Blue Shield have in explaining 
hospital and medical costs to the 
public took place at an afternoon 
session. F. Gordon Davis, public 
relations consultant, Blue Cross of 
Northeast Ohio, Cleveland, spoke 
about the effect on costs caused by 
inflation and by the addition of 
services that are wanted and 
needed by the public. “The cost 
of maintaining a hospital,” he said, 
“is relative to the cost of provid- 
ing hospital care.” 

Charles E. Braithwaite, vice 
president, corporate relations, 
Hospital Service Corporation of 
Western New York, Buffalo, com- 
mented: “It is time to stop play- 
ing Alphonse and Gaston with 
hospitals in explaining hospital 
costs, saying ‘you go first.’” Blue 
Cross, he said, is a buffer between 
hospitals and patients and has sup- 
planted the former personal re- 
lationship hospitals had with pa- 
tients when bills were settled 
directly between them. 

A highlight of the conference 
was a showing of four movies 
specifically designed to illustrate 
enrollment training methods. Fea- 
tured in each film was a person 
being interviewed by a Blue Cross- 
Blue Shield enrollment man. The 
film showed the enrollment pros- 
pect asking questions concerning 
Blue Cross and Blue Shield; the 
enrollment trainee then was ex- 
pected to answer the prospective 
buyer’s question fully within a 
certain time limit. 

Four of the 10 films now avail- 
able were demonstrated at the 
conference by Ward Beard, man- 
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ager, personnel and training, Mich- 
igan Hospital Service, Michigan 
Medical Service, Detroit, Mr. Beard 
said the enthusiasm and polishing 
engendered by the trainee’s active 
participation in the film, as though 
it were an actual interview with 
different kinds of prospective 


groups are entitled to the most 
adequate health care protection 
available in the free enterprise 
market place and that federal gov- 
ernment employees represented 
through these local groupings are 
entitled to singular attention 
through common coverage and ad- 


ministrative privilege. Can the ob- 
jectives I have just emphasized 
be achieved even in view of the 
collection system? My answer to 
ou is a resounding yes.” 

Walter E. Elder, regional direc- Thwrsday luncheon speaker 
tor, United States Civil Service ~~ vice president, 
Commission, Denver, said _ that Corp., New 
‘federal government employee 


buyers and in different situations, 
is invaluable in a good training 
program. 


‘SINGULAR ATTENTION’ SOUGHT 


144 
rollicking 
pages... 


$95 


elevation 


of morale 


By the outstanding medical humorist of our time . . . 


Gems from PRO RE NATA, the column that has kept the 
medical world chuckling since its first appearance in 
Hospitals, Journal of the American Hospital Association 


AVAILABLE NOW...FIRST EDITION (1958) 


Postage Paid (in U.S. only) if remittance accompanies order. 


Physicians ‘Record Company 


161 W. Harrison Street Chicago 5, Illinois 
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which management could be served 
more efficiently by Blue Cross and 
Blue Shield. 

“In general’? Mr. Marshall said, 
“an employer wants a form of 
prepayment hospitalization plan 
which provides a reasonable 
amount of benefits to his em- 
ployees at a relatively low, pre- 
dictable cost. More specifically, on 
the benefit side, the employer 
wants benefits to be paid promptly 
and the employee to feel that he 
has received what he is entitled 
to. In this general area, Blue Cross 
Plans measure up very well. They 
are especially favorable to the low- 
paid employee; they do provide a 
high percentage of hospital ex- 
penses and they are not only paid 
promptly but Blue Cross sub- 
scribers may have, compared to 
nonsubscribers, certain hospital 
admission advantages.”’ 

But, he added, it would help if 
Blue Cross would clear up the kind 
of misunderstandings that develop 
when employees misinterpret the 
claim that service benefits in hos- 
pitals are covered in full. When 
this misinterpretation is present 
he said, employees expect to have 
no hospital bill at all. He suggested 
that Blue Cross clear up these mis- 
understandings by careful expla- 
nation in its printed material. 


‘HOUSE OF FACT AND FANCY’ 


Louis Graff, director, public re- 
lations and advertising, Michigan 
Hospital Service-Michigan Medi- 
cal Service, Detroit, talked about 
the public relations aspects of rate 
increases in a speech titled, “The 
House of Fact and Fancy.” 

Mr. Graff called for broader 
thinking in planning a public re- 
lations program and recommended 
a careful perusal of the facts be- 
fore presenting the case for a rate 
increase to the public. He sug- 
gested that the presentation of 
facts to Blue Cross and Blue Shield 
subscribers is more meaningful 
with the inclusion of some appeal, 
some understanding of their spe- 
cial problems and needs. 

“The Importance of a Good 
Newspaper Relationship’ was 
sketched by Marshall Virello, di- 
rector, public relations and adver- 
tising, California Physicians’ Serv- 
ice, San Francisco, and Bryant E. 
King, director of public relations, 
Hospital Service of California, 
Oakland. 


SETTING UP TARGETS 


The closing session of the con- 
ference, a joint session on enroll- 
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ment and public relations, fea- 
tured summaries of the separate 
workshop groups. Generally, in 
the enrollment workshops, it was 
felt that mutually acceptable tar- 
gets should be set up and aimed 
at since Plans are, in reality, part- 
ners. National leadership, the del- 
egates agreed, can only be as 
strong as local leadership makes 
it. Delegates called for a competi- 
tive benefit pattern, greater scope 
and depth to coverage, a local and 
national research program and in- 
tensive training to meet competi- 
tion. . 


Hospital Reduces Rates 
After Increasing Wages 


Salem (Ohio) City Hospital has 
reduced its room rates by 50 cents 
per day, following by approxi- 
mately three months a 12 per cent 
pay increase to its employees. 

The room rate decrease will re- 
duce the hospital’s income by 
more than $15,000 per year, South 
Metzger, president of the hospi- 
tal’s board of trustees, stated. 

Under the new pay scale for 
employees the minimum wage for 
registered nurses is $1.75 per hour. 
“Our pay scale,” Mr. Metzger 
stated, “to our knowledge now 
equals or surpasses that of any 
hospital in northeast Ohio. Our 
intention, however, is to raise the 
scale to its proper level in rela- 
tion to other community positions, 
not to surpass other hospitals. We 
do believe that the time is past 
for hospitals to discontinue their 
lower than standard wages.” 

Referring to the decrease in pa- 
tient costs Mr. Metzger said “the 
board has consistently endorsed 
the planning and recommendations 
of C. J, Mosher Jr., administrator, 
and was very pleased to approve 
a reduction in costs to patients 
during this current period of re- 
cession.” 

The services of two management 
consulting firms were employed as 
part of a five-year effort to sys- 
tematically reduce costs without 
impairing service, the hospital 
stated. 

The economies made thus far 
have been in food service, laundry, 
organized purchasing, standard- 
ization of supplies, use of dis- 
posable supplies and equipment, 
installation of labor saving equip- 
ment, and more effective utiliza- 
tion of nursing personnel and 
other employees. 

“There are several more 
planned economies and improve- 
ments being recommended by Mr. 
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gives instant voice contact with hospital staff 


At last, the medical profession has a really 
personal, portable pager... Motorola's new 
Handie-Talkie® Radio Paging System. By 
dialing a number, the operator can single 
Out a particular doctor, administrator, or 
nurse, anywhere in the hospital . . . and 
deliver any message to him, and him alone. 


An alerting buzz sounds in the tiny 
10-ounce RADIO PAGER which that 
person carries, while all other receivers 

remain silent. The voice message follows 
... heard only by the person paged. There 
are no bells, lights or annoying personal 
address calls . . . this time-saving Motorola 
personal pager that slips in the pocket, 
instrument bag, or clips to the belt does it all. 


Where an existing paging system cannot 
be completely replaced, Radio Paging 
offers a nominal cost supplement for use 
by key roving personnel during the day or 
night. Motorola provides installation and 
guaranteed maintenance. 
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With convenient Pocket Pager, emer- 
gency or routine messages are tra: .- 
mitted instantly, positively. 


Operator dials proper number, des red 


Pager buzzes, personal voice me_ .age 
follows. 
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Mosher,” Mr. Metzger stated, “and 
with these in mind we may be 
able to make further reductions 
in 1959 or at least hold the line.” ® 


Utah Association Moves 


The new street address of the 
Utah State Hospital Association is: 
Blue Cross-Blue Shield Building, 
2455 Parley’s Way, Salt Lake City, 
John R. Walker, executive secre- 
tary of the association reported. 

The association’s new telephone 
number is Hunter 7-7441. 

The mailing address, P. O. Box 
270, Salt Lake City, remains the 
same. bal 


RATE INCREASE ALSO ASKED— 


Ohio Blue Cross Plan Offers New Contracts 


Groups enrolled in Blue Cross of Northeast Ohio have been offered 


a choice of: 


@ Limited coverage ($50 deductible) at present subscriber rates. 
@® Existing 120-day basic contracts at higher rates. 
@ An entirely new plan of extended health protection. 


Details of the program have 
been submitted to Ohio Superin- 
tendent of Insurance Arthur I. 
Vorys for his approval. 

Blue Cross of Northeast Ohio 
serves 1,741,000 subscribers in 11 
northeast Ohio counties, but the 
new program applies in full only 
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MATTRESS PAD—style 1302 


Non-lumping bed pad — pre- 
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easy laundering and quick dry- 
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to the five counties jointly served 
by Blue Cross of Northeast Ohio 
and Medical Mutual of Cleveland 
(medical-surgical plan consolidated 
with Blue Cross of: Northeast 
Ohio). 

If approved, rates for the pres- 
ent most widely held 120-day con- 
tract would be increased an aver- 
age of 30 per cent and would take 
effect Jan. 1, 1959. The new rate 
would cover the rise in hospital 
costs during the two-and-a-half 
years since the last rate adjust- 
ment for this contract plus antici- 
pated increases during 1959 and 
1960, John R. Mannix, executive 
vice president of the Blue Cross 
Plan, stated. 


DEDUCTIONS DETAILED 


The new basic $50 deductible 
contract developed by Blue Cross 
would offer essentially the same 
benefits as the present most com- 
mon 120-day contract except that 
the subscriber would pay the first 
$50 of each hospital bill and would 
assume 20 per cent of the cost of 
all contract services beyond $250. 

Groups interested in the broad- 
est possible protection could obtain 
the extended benefit plan covering 
up to 730 days of hospital bed care 
for each new case. Other extended 
benefits would be provided partly 
by Blue Cross and partly by its 
companion medical care organiza- 
tion, Medical Mutual of Cleveland. 
A $50 deductible feature also would 
be available under the extended 
benefit plan, if desired. 


EXTENDED BENEFITS PROPOSED 


The extended benefits provided 
would include: x-rays; electro- 
cardiograms; basal metabolism ex- 
aminations and physical therapy, 
all in the doctor’s office or else- 
where outside the hospital; up to 
730 days of visiting nurse services; 
80 per cent of the cost of private 
duty nursing service in the hos- 
pital for 240 hours after the first 
24 hours; appliances furnished to 
home-going patients by the hos- 
pital for the condition under treat- 
ment; drugs supplied by the-hos- 
pital for the patient’s immediate 
needs at the time of discharge. 

Following are the present 
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monthly group subscriber rates for 
the basic Blue Cross 120-day semi- 
private contract, the proposed new 
rates for the contract, and the 
rates drafted for the other con- 
tracts in the Blue Cross program: 


One Person Family 


120-day contract 

present rates $4.10 $ 8.20 
$50 deductible 

120-day contract 4.10 8.20 
New rates for 120- 

day contract without 

deductible feature 5.30 10.60 
$50 deductible 

extended benefit 4.60* 9.20* 
Extended benefit 

nondeductible 5.80* 11.60* 


*Extended benefit rates shown in table cover Bive 
Cross only. To these would be added the cost of the 
Medical Mutual of Cleveland portion of the progrem. 

Direct pay subscribers who now 
have the basic Blue Cross 120-day 
contract would be offered a choice 
between the new rates for this 
contract and the $50 deductible 
version at present rates. A com- 
parison of the rates follows: 


One Person Family 

120-day contract 

present rates $5.30 
$50 deductible 120- 

day contract 5.30 10.60 
New rates for 120-day 

contract without 

deductible feature 6.90 13.80 


$10.60 


Under the proposed new pro- 
gram, the Blue Cross Plan would 
discontinue some existing con- 
tracts. These would include the 
$4 daily deductible contract main- 
tained by less than one per cent 
of present subscribers and various 
limited coverage contracts in the 
six counties formerly served by 
Akron Hospital Service, which 
merged with the Northeast Ohio 
Plan last year. 


CONSOLIDATING COVERAGE 


In announcing the Plan’s pro- 
posal to drop certain contracts, 
Mr. Mannix stated: “In effect, we 
are consolidating our coverage into 
four contracts, each at rates that 
will return equal value to sub- 
scribers. The result should be less 
confusion as to the extent of cov- 
erage, a more equitable distribu- 
tion of value to subscribers, and 
easier handling by hospitals.” 

Commenting on the requested 
rate increases, Mr. Mannix said 
that “as a result of the wage pat- 
terns developing in the automobile 
and other industries, we must rec- 
ognize that hospital costs will con- 
tinue to rise. Community wage 
levels are the foundation of hos- 
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Finger Tip Control 


of Bed Height and Spring Position 


by either patient or nurse 


with the new Hill-Rom 


All-EKlectric Hilow Bed 


This close-up view shows how the control 
panel hos been designed and engineered 
for the patient's ease of control. Note the 
three levers which control the height adjust- 
ment and spring positions are within easy 
reach of patient's hand. 


Finger tip controls for patient use are 
located on the patient’s right, recessed in 
the seat section of the spring. Any height 
—any spring position—may be had at the 
touch of a finger. If patient control is not 
desired, or if patient’s position is not to be 
changed, the bed may be placed in the 
desired position and the patient control 
switches rendered inoperative. All switches 
are mechanically interlocked—no two con- 
trols can be operated at the same iime. 
The bed is completely approved by U nder- 
writers’ Laboratories for use with oxygen. 

This all-electric hilow bed shou. rou- 
tinely be kept in the “low” position to 
provide maximum comfort and safety for 
the patient. The patient has access to the 
head rest and knee rest and does not need 
the nurse for routine spring adj} istments. 
Thus the nurse is saved man, unneces- 
sary trips. 

Head end and foot end pan: 's designed 
by Raymond Loewy. For complete infor- 
mation on this and other Hi!'!-Rom hilow 
beds write: 


HILL-ROM COMPANY INC. « Batesvilic, indiana 


Procedure Manual No. 3—“Hilow Beds” by Alice L. Price, 
R.N., M.A., Nurse Consultant for Hill-Rom and author of leading textbooks 
on nursing. Also P.M. No. 1, “Safety Sides—A New Sofety Measure,” and 
P.M. No. 2, “The Recovery Bed, Labor Bed, Specia! Therapy Bed.” Copies 
of any of these manvols for student nurses and graduate nurse staff will 
be sent on request. Address Miss Price, c/o Hill-Rom, Batesville, Ind. 
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pital costs because hospitals pro- 
vide highly personal service and 
therefore cannot substitute ma- 
chines for employees to any ap- 
preciable extent. 

“For this reason, a rise in wage 
levels is doubled in its direct ef- 
fects on operating costs when it 
reaches the hospitals. Wages rep- 
resent less than a third of costs 
in the automobile industry, for 
example, and more than two-thirds 
of costs in hospitals. We have had 
to take these factors into consid- 
eration in planning our rate struc- 
ture for both present contracts 
and the new ones that we are pro- 
posing.” 


Practical Nurse Group 
Approves New Fee Policy 


A new fee schedule relating to 
accreditation and consultation 
service by the National Associa- 
tion for Practical Nurse Education 
for schools of practical nursing has 
been approved by NAPNE’s board 
of directors. 

Under’ the new plan a flat fee 
is to be charged for a survey, 
eliminating the former additional 
charges for shared travel and 
maintenance and establishing a 


uniform cost regardless of a 
school’s location. 
Within the continental United 
States the new fees are: 
1. Application for accreditation 
. $25. 
> New surveys and resurveys: 
a. School with one preclinical 
program in one center $200. 
b. School with both day and 
evening programs... $250. 
c. School with preclinical pro- 
gram in two or more cen- 
d. School with evening pro- 
gram in addition to pro- 
gram as described in ec. 
. $350. 
3. Consultation visit, per person 
per day — travel and mainte- 


$35. 
4 Annual service fee: 
a. One program ...... $35. 


b. More than one program $50. 


Strike at 8 Hospitals 
Settled in California 


A three-week-old strike at eight 
Alameda County, Calif., hospitals 
ended Sept. 10 with the union win- 
ning a $15 per month increase, but 
losing out on its demands for a 
full union shop. 

Ten dollars of the increase was 


made retroactive to last July 1; 
the contract date was made retro- 
active to July 1 also. 

Some 900 janitors, nurses’ aides, 
orderlies, and kitchen and laundry 
workers, members of Hospital 
Workers Local 250, went on strike 
Aug. 22 to enforce their demands 
for wage parity with hospital 
workers in San Francisco (which 
would have amounted to an in- 
crease of $30 per month; the af- 
fected hospitals offered $10 per 
month) and a union shop. 

A maintenance of membership 
clause in the old contract was re- 
tained. This clause provides that 
once an employee voluntarily joins 
the union, he is required to retain 
membership for the life of the 
contract. 

The hospitals struck were: Ala- 


; meda, Alta Bates, Herrick, Provi- 


dence, Peralta, Merritt, East Oak- 
land, and Children’s. Ld 


Foreign Medical School 
Graduates Given Tests 


Some 1100 graduates of foreign 
medical schools took the second 
American medical qualification ex- 
amination of the Educational 
Council for Foreign Medical Grad- 
uates, Sept. 23. 
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every tiny line. 
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use? ... noted the savings in ume 
and effort? ... observed the clarity 
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When you try it, you'll notice its 
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ink to clean up! 

So much cleaner, so much. faster, 
so much better, you'll surely want 
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For the first time the test was 
given in the United States and at 
30 centers established in Latin 
America, the Far East, Middle 
East, and Europe. All examination 
candidates had at least 18 years of 
formal education, including at 
least 4 in a recognized medical 
school. 

The examination is a‘ test of 
knowledge of English as well as 
of medicine. Foreign medical grad- 
uates passing the examination and 
entering this country on immigrant 
visas may be admitted to licensing 
examinations in at least 14 states; 
a number of medical specialty 
boards in the United States rec- 
ognize ECFMG certification as 
satisfying their requirement that 
candidates for their certifying ex- 
amination be graduates of ap- 
proved schools of medicine. 

ECFMG is sponsored by the 
American Hospital Association, 
American Medical Association, 
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: of any other EKG 


Association of American Medical | 


Colleges, and the Federation of | 
State Medical Boards of the United 
States. 


International Health Post 


Accepted by Dr. DeLien 


Dr. Horace DeLien has left the 
International Cooperation Admin- 


istration to accept a position as | 


chief of the Division of Interna- 


tional Health, Public Health Serv- | 


ice, Washington, D.C. 
As head of the health division 


of the United States’ mutual secu- | 


rity program in Manila, Philippine 
Islands, Dr. DeLien has been ad- 
visor on public health to the 
Philippine government since 1951, 
when the economic development 
program was initiated. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ALABAMA 
Cherokee County Hospital, Centre. 
ARIZONA 
New Cornelia Hospital, Ajo. 
CALIFORNIA 
Gilmore Hospital, San Leandro. 
St. Mary Desert Valley Hospital, 
Valley. 
Morningside Hospital, Los Angeles. 
Northridge Hospital Foundation, 
ridge. 
Redwood Memorial Hospital, Fortuna. 
FLORIDA 
Tarpon Springs Hospital, Tarpon Springs. 
GEORGIA 
Villa Rica City Hospital, Villa Rica. 
ILLINOIS 
Chester Hospital, Chester. 
Ida Mae Scott Hospital, Chicago. 


Apple 


North- 


INDIANA 
Student Health Service, West Lafayette. 
KENTUCKY 
Methodist Evangelical Hospital, Louisville. 
MICHIGAN 
Southwestern Michigan Hospital Council, 
Hastings. 
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year guarantee in the EKG field. 
Only an instrument proved so 
fine could back up its quality » 
with this assurance of long, 
trouble-free performance. 


Compeore All Cordi-all advantages: 
© Positive clinical accuracy 
© Simplicity of operation 
@ Lifetime standardization 
. 


Light-weight portability 
Fully automatic contro!» 
© 10-second paper loading 


Mail this coupon today! 


BECK- 
~LEE Corp. 
630 W. Jackson Bivd., Chicago 6, U.S.A. | 
Please send details on Card:-all demonstration 4 
in my office (without obligation) and name of % 
nearest Cardi-ail dealer. 
Doctor’s Name : 
Address 
H-1058 } 
115 


¥ 


the ONE way | 
at 
Frew 
to take a = 
> NTEE |: 
— < 
GUARA 
= AAAI 
| / $665 
Solid 
aa Cobinet 
\ 
Vee 
a 


Nankin Hospital, Wayne. 
MISSOURI 
Washington University Clinics, St. Louis. 


NEVADA 
Steptoe Valley Ely. 


Samaritan Hospital Brooklyn. 
PENNS 


YLVANIA 
Renovo Hospital, Renovo. 
TEXA 


Terry County Hospital, Brownfield. 
T & R Clinic-Hospital, Fort Worth. 
Menard Hospital, Menard. 
San Augustine Memorial Hospital, San 
Augustine. 

VERMONT 
Mayo Memorial Bo! Northfield. 
ASHINGTON 


Kirkland Hospital. 

CANA 
Hospital Santo Tomas, City. 


NEW PERSONAL MEMBERS 


Barrett, John P.—adm. res.—Emory Uni- 
versity Hospital—Atlanta. 


Bergfald, Thomas Q.—adm. res.—St. Luke's 
Hospital—Kansas City, Mo. 

Combs, Maj. Florence B.—chief nrs. — 
392nd USAF Hospital—Cooke Air Force 
Base, Calif. 

Fetterman, Edwin H.—exec. sec.—South- 
western Michigan Hospital Council — 
Hastings, Mich. 

Fitkin, A. Edward—vice pres.—Fitkin Me- 
morial Hos ital—Neptune, N.J. 

Freeman, erbert—dir. of purch.—St. 
Francis Hospital—Bronx, NY. 

Fruik, Lawrence inhalation 
therapy dept.—Edgewater Hospital— 
Chicago. 

Graves, Ist Lt. Frederick J. USAF (MSC) 
adm. asst.— Hospital Scott, Scott 
Air Force Base—Belleville, Il. 

Greenberg, Isidore—asst. prof. of pharm. 
adm .— rooklyn (N.Y.) College of Phar- 
macy, Long Island University. 

Heckel, John—adm. asst.—Beth Israel Hos- 
pital—Denver. 

Jordan, Mary E.—acct.—Eaton Rapids 
(Michigan) Community Hospital. 

Kepley, T. Alvin—chief, engr. div.—Vet- 
— Administration Hospital—Dublin, 

a. 


Small community hospitals 
exceed fund-raising goals 
with Ketchum, Inc. direction 


Professional campaign direction is just as essential to hospitals 
in small communities as in large metropolitan areas. Ketchum, 
Inc. is equipped to handle both. Here are two examples of re- 
cent fund-raising campaigns directed by Ketchum, Inc. for 
community hospitals in North Carolina and Ohio: 


St. Luke’s Hospital 
Tryon, North Carolina 
Population: 3,500 
Goal: $200,000 


Pledged: $209,000 Goal: $300,000 


Stouder Memorial Hospital 


Troy, Ohio 
Population: 12,000 
Pledged: $335,000 


Whether directing campaigns for hospitals in small com- 
munities or large cities, Ketchum, Inc. gives you the benefit 
of a trained staff backed by experience gained from over 39 


years . 


. . more than 2,200 successful campaigns. We would 


like to discuss your fund-raising plans with you. You are 


under no obligation. 


KETCHUM, INC. 
Campaign Direction 

CHAMBER OF COMMERCE BUILDING 
PITTSBURGH 19, PA. 

$00 FIFTH AVENUE, NEW YORK 36, N.Y. 
JOHNSTON BUILDING, CHARLOTTE 2, N.C. 
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Loeb, Robert W.—main. supt.—Miami Val- 
ley Hospital—Dayton, Ohio. 

Luthy, Alfred Joseph—plant supt.—Pres- 
byterian Hospital—Newark, 

Meloche, John W.—asst. dept. head, ma- 
terials mgt.—Johns Hopkins Hospital— 
Baltimore. 

Orndoff, R. N., Shirley—asst. adm.—Mercy 
Hospital—Milwaukee. 

Sellers, Capt. Thomas Benton Jr. USAF 
(MSC)—student—Gunter (Ala.) Air 
Force Base. 

Showman, Donald S.—adm.—Kennedy 
Deaconess Hospital—Havre, Mont. 

Silvers, Gary—hosp. acct.—Good Samari- 
tan Hospital—Vincennes, Ind. 

Thompson, Helen L.—asst. adm.—Maumee 
Valley Hospital—Toledo, Ohio. 

Traxler, James Ashby—chief, fin. div.— 
Naval Hospital—Great Lakes, III. 

Warner, Albert D.—chief, food serv. div. 
—Naval Hospital—Great Lakes, Ill. 

Wrieden, Lt. Col. Jane E.—consult., 
womens and childrens serv.—Salvation 
Army—New York. 

Young, J. Addison—supv. and instr., ——- 
of inhalation therapy — MacNeal e- 
morial Hospital—Berwyn, 


HOSPITAL AUXILIARIES 


St. Joseph Hospital Guild—Orange, Calif. 
San Bernardino (Calif.) Community Hos- 
pital Auxiliary. 
Fort Lauderdale (Fla.) Beach Hospital 
Women’s Auxiliary. 
Memorial Hospital 


Ga. 

White Cross Auxiliary of Alton (Ill.) Me- 
morial Hospital. 

Miners Hospital Auxiliary — Christopher, 


Auxiliary—Waycross, 


Women's Auxiliary of Community General 
Hospital—Sterling, Il. 

Hospital Auxiliary of Robeson County Me- 
morial Hospital—Lumberton, N.C. 

Wilson Memorial Hospital Auxiliary— 
Sidney, Ohio. 

Andersu (S.C.) Memorial Hospital Aux- 
iliary. 


68 ways to cut heating costs 
(Continued from page 80) 


in bulletins, 
by use 


lishing notices 
hospital newsletters, 
of posters, etc. 

55. Use a monitor system to make 
sure that heat and fuel are 
not wasted. 

56. Initiate fuel targets based on 
past usage, building heat loss, 
degree days, or other meth- 
ods, and try to stay within 
those targets. 

57. Reduce temperature at night 
and/or during weekends and 
holidays in administrative 
spaces, laundry, staff person- 
nel quarters and other non- 
patient care areas. 

58. Insulate walls, floors, and 
roofs adequately. 

59. Use insulating glass, double 
glazing, and storm sashes to 
reduce heat loss through win- 
dows and doors. 

60. Make certain that windows 
and doors are well fitted, 
frames caulked, and weather- 
stripping installed. 

61. Eliminate excess ventilation 
to and from heated spaces. 
Minimize drafts to reduce 
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cooling effect of air on pa- 
tients. 

62. Use instrumentation and re- 
corders to provide information 
on use of steam and hot water 
by departments. 

63. Provide insulation and covers 
on open storage tanks con- 
taining heated liquids, to re- 
duce heat loss. 

64. Install maximum and mini- 
mum thermometers in heated 
areas to indicate to occupants 
what temperatures are and 
have been. Mark thermome- 
ters with desirable tempera- 
ture range. 

65. Use revolving doors or pro- 
vide vestibules to reduce heat 
loss from entrances in cold 
weather. 

66. Close openings to unheated 
stairwells and elevator shafts. 

67. Use cost records to determine 
areas of high heating costs 
where savings might be ef- 
fected. 

68. Encourage participation of all 
pe::onnel in developing and 
suggesting more efficient, ef- 
fective, and economical meth- 
ods of savings. 


Tort liability ry 
charitable hospitals 
to patients 

(Continued from page 53) 
tions. It is disintegrating. Each 
modification has the justification 
that it is a step in result, if not in 
reason, from the original error 

toward eventual correction. . . 

“ It does not recompense in- 
jured persons that the loss in- 
flicted is by charitable institutions. 
. . We do not believe the. sur- 
vival of charities will turn on 
whether they must answer for 
their wrongs to persons they are 
formed to help. There may be 
some added expense of operations. 
It may be ho more than the cost 
of litigating these claims over and 
over, for the issue will not be 
down. Insurance must be car- 
ried to guard against liability to 
strangers. Adding beneficiaries 
cannot greatly increase the risk 
or the premium. This slight addi- 
tional expense cannot have the 
consequences so frequently feared 
in judicial circles, but so little 
realized in experience. To offset 
the expense will be the gains of 
eliminating another area of what 
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has been called ‘protected negli- 
gence’ and the anomaly that the 
institutional doer of good asks ex- 
emption from responsibility for its 


wrong, though all others must 


pay.” 

In the absence of legislative ac- 
tion to the contrary, it appears that 
the rule of charitable immunity 
is likely to disappear in the not 


too distant future. 


ALABAMA 
Liable to paying 77 Tucker v. Mobile In- 
firmary Assn., 4, 191 Ala. 572 (1915). 


No reported court got. involving 
patients the Tucker case may be in- 
terpreted to indicate full licbility. 


ALASKA 
Full liability. Moats v 


Sisters of 
Alaska (1952) ; Tuengel v. Sitka, 118 F 
Supp. 399 (1954). 


Tucson Medical Center, 
230 P ) 220" 72 Ariz. 22 (1951). 


ARKANSAS 
Immune from liability to nonpaying —), ex- 
cept for negligence in the selection and reten- 
tion of employees. pF Midland R. Co. 
v. Pearson, 135 S.W. 917, 98 Ark. 399 (1911). 
No reported court cases involving paying po- 


tients. 

CALIFORNIA 
Full liability. Malloy v. Fong, 232 P. (2d) 
241, 37 Cal. (2d) (1951) Section 1714 


California Civil Code. 
COLORADO 


y which is part of the charitable trust. 
St. Mary’s Academy v. Solomon, 238 P. 22, 
77 Colo. 463 (1925). 


(Continued on next page) 


San Jose Hospital, like all other 
hospitals, needs an absolutely relia- 
ble source of emergency electric 
power. 

The administrators chose an Allis- 
Chalmers engine to drive a genera- 
tor initially in 1949. Since then, 
with each of three additions to the 
hospital, additional capacity has 
been provided by Allis-Chalmers 
engines driving generators. 

The complete Allis-Chalmers en- 
gine generator line offers sets to 
meet your needs exactly — whether 
for stand-by or continuous power. 
You may choose the fuel — gaso- 
line, diesel, LP gas or natural gas— 
that is most economical in your 


BG.30 


ALLIS-CHALMERS 
Stand-by Power 


Again, Again and Again! 


ALLIS-CHALMERS 


This Allis-Chalmers 2505 diesel drives a 300-kw 
generator for dependable stand-by power at 
the modern San Jose, Calif., 350-bed hospital. 


Choose. 


locality. Generator capacities range 
from 5 to 300 kw. You have your 
choice of fully automatic operation 
or swift manual controls. 

Your Allis-Chalmers dealer can 
be of real help. He’ll provide speci- 
fications, installation plans, prices. 
He can refer you to nearby installa- 
tions you may wish to inspect. Call 
him when you are in the planning 
stage—and ask or 
send for free esti- 
mating kit and 
illustrated folder, 
‘‘Life-Saving 
POWER.” Allis- 
Chalmers, Mil- 
waukee 1, Wis. 


ay 
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Use 
Samsonite 


ALL-STEEL 
F OLDING CHAIRS 


Proven strongest and safest 
by actual test! 


Why do we say Samsonite is the world’s 
strongest steel folding chair? Because 
in actual tests, Samsonite withstood 
over 1000 pounds (even a troupe of 
acrobats) without buckling. Now in 11 
decorator colors. 

No tipping—Stand on any part of the seat. 
Self-adjusting hinges prevent tilting. 

Extra safety—Fold it or unfold it. Samsonite 
cant nip your fingers. 


Chip-resistant finish—All parts have bond- 
erized baked enamel! finish. 


Other Fine Samsonite Chairs: 


A. Samsonite padded 
cushion chair — Up- 
holstered with dam- 
age-resistant vinyl. 


B. Samsonite folding 
armchair — Padded 
and upholstered vinyl 
seat, back, arm-rests. 


C. Samsonite folding 
tablet-arm chair — 
Natural blonde finish 


hardwood tablet-arm. 


WRITE FOR free Somsonite catalog: Shwayder Bros., 
Inc., Institutional Seating Div., Dept. HO-10, Detroit. 


Liability within limits of insurance coverage. 
O’Connor v. Boulder Colorado Sanitarium 
Assn., 96 P. (2d) 835, 105 Colo. 259 (1939). 


CONNECTICUT 


immune from liability except for negligence in 
the selection and retention of employees. 
Hearns v. Waterbury Hospital, 33 A. 

66 Conn. 98 (1895); McDermott v. St. Mary’s 
Hospital, 133 A. (2d) 608 (1957). 


DELAWARE 


Full liability. Durney v. St. Francis Hospital, 
83 A. (2d) 753 (1951). 


DISTRICT OF COLUMBIA 


Question of liability not authoritatively decided. 
Dicta expressing full liability in Court of 
Appeals decision, President and Directors 
af Geeractawe College v. Hughes, 130 Fed. 
(2d) 810, 76 App. D.C. 123 (1942). A trial 
court held that hospital is immune from 
for injuries sustained by a patient 
through the negligence of its nurses where 
there is no claim that they were negli- 
gently selected by the hospital or at 
hospital itself was White 
Providence Hospital, 80 upp. 76 (1943). 


FLORIDA 
Liable to paying patients. Nicholson v. Good 
Samaritan Hospital, 199 So. 344, 145 Fila. 
360 (1941). Ne reported cases involv 
potients although the doctrine of full lia- 
bility is dicta in Wilson v. Lee Memorial 
Hospital 65 So. (2d) 40 (1953). 


GEORGIA 
Liable for negligence in selecting and retaining 
employees; execution on a ent recovered 
for such negligence is not limited to nontrust 
assets. Liable to paying patient for negligence 
of employees even though they have been 
selected with due core but judgment con be 
executed only from income derived from poy- 
ing patients or insurance. Morton v. Savannah 
Hospital, 6 S.E. 887, 148 Ga. 438 (1918). 


HAWAII 


No reported cases. 
IDAHO 


Liable to paying but not to nonpaying patients. 
Wheat wv. Idaho Falls Latter any Saints 
Hospital, 297 P (2d) 1041 (1956) 


ILLINOIS 


Liable within limits of liability insurance and 
other nontrust assets. Moore v. Moyle, 92 N.E. 
(2d) 81, 405 Ill. 555 (1950). 


INDIANA 


immune from liability to charity and paying 
patients unless hospital failed to exercise rea- 
sonable care in selecting and retaining em- 
loyees who committed tort, in which case there 
s no immunity. St. Vincent’s Hospital v. Stine, 
144 N.E. 537, 195 Ind. 350 (1924). 


ee Haynes v. Presbyterian Hospi- 

tal, 45 N (24) 51, 241 lowa 1269 (1950). 
KANSAS 

Full liability. Noel v. Menninger Foundation, 


267 P. (2d) 934 (1954). 

KENTUCKY 
Complete immunity from ryt Emery v. 
Jewish Hospital Ass’n., W. 577, 193 
Ky. 400 (1921). 

LOUISIANA 


immune from liability. Jordan v. Touro In- 
firmary, 123 So. 726 (1922). But immunity of 
assured unavailable as defense by insurer. 
Stamos v. Standard Accident Ins. Co., 119 
F. Supp. 245 (1954). 


MAINE 
immune from liability. Jensen v. Maine Eye 
Infirmary, 78 A. 898, 107 Me. 
(1910) 


MARYLAND 


immune from liability. Howard v. South Bal- 
timore General Hospital, 62 A. (2d) 574 
(1948). Exception: liability within limits of in- 
surance coverage (provided by statute); Gor- 
man v. St. Paul Fire & Marine Ins. Co., 121 
A. (2d) 812 (1956). 


MASSACHUSETTS 


immune from liability. McDonald v. Massa- 
chusetts General Hospital, 21 Am. Rep. 
529, 120 Mass. 432 (1876). 


MICHIGAN 


from liability. Pepke wv. Grace Hos- 
(1902) . 


immune p 
pital, 90 N.W. 278, 130 Mich. 493 


MINNESOTA 


Full liability. Mulliner v. Evangelischer 
Diakonniessenverein, 5 N.W. 699, 1 
Minn. 392 (1920). 


MISSISSIPPI 


patients. Mississippi Baptist 
(2d) 142 (1951). 


Liable to paying 
Hospital v. Holmes, 55 So. 


Liable for negligence in the selection and re- 
tention of M Baptist Hos- 
pital v. Moore, 1 156 Miss. 676 
(1930). 

MISSOURI 
immune from liability. Dille v. St. Luke's 
Hospital, 196 S.W. (2d) 615, 355 Mo. 436 
(1946). 

MONTANA 
No reported cases. 

NEBRASKA 


immune from liability. Cheatham wv. Bishop 
Clarkson Memorial Hospital, 70 N.W. (2d) 
96, 160 Neb. 297 (1955); uller v. Nebraska 


Methodist Hospital, 70 N.W. (2d) 86, 160 
Neb. 279 (1955). 
NEVADA 
immune from liability to nonpaying lents. 
Springer wv. Federated Church of Reno, 
P. (2d) 1071 (1955). Ne cases 


involving paying patients. 


NEW HAMPSHIRE 


Full Hebility. Welch Frisbie Memorial 
Hospital, 9 A. (2d) 761, 90 N.H. 337 (1939). 
NEW JERSEY 
Full liability. wey! v. Newark Eye & Ear 

Infirmary, 141 A dad) 276 (1958). 

J NEW MEXICO 
No reported court decisions. 

NEW YORK 
Full liability. Bin 4 Ae. 143 N.E. (2d) 
3, 163 N.Y.S. (2d) 3 (1957). 
NORTH CAROLINA 

immune from liability. Williams v. Union 
County Hospital Assn., 75 S.E. (2d) 308, 
237 N.C. 395 1953) Exception: liable for neg- 


ligence in selection and retention of employees. 
Williams v. Randolph Hospital Inc., 75 S.E. 
(2d) 303, 237 N.C. 387 (1953). 


NORTH DAKOTA 


Full liability. Rickbeil v. Grafton Deaconess 
Hospital, 23 N.W. (2d) 247, 74 N.D. 525 
). 


(1946 
OHIO 


Full liability. Avellone v. St. John’s Hospital, 
135 N.E. (2d) 410 (1956). 


OKLAHOMA 

patients. Sisters of the Sor- 
rowful Mot v. Zeidler, 82 P. (2d) 996, 183 
Okla. 454 (1938). No reported cases involving 
charity patients. 


Liable to 


OREGON 
v 
(2d) 


Salem 


Immune 
837, 175 


‘al, 

“Hospital, 53 
Ore. 

PENNSYLVANIA 
Imm from liability. Gable v. 
St. Peaiole, 15 A. 1087, 227 Pa. 
Knecht v. St. Mary's Hospital, 

1958) . 


30 { 
RHODE 
stotute. General 


Sisters of 
254 (1910); 
140 A. (2d) 


immune from liability 
Laws, Section 7-1-22 1986)" 
SOUTH CAROLINA 


immune from Lindler vw. 
Hospital, 81 S.E. 512, 98 S.C. 25 


SOUTH DAKOTA 
No reported cases. 
TENNESSEE 


Full liability but damages not recoverable ovt 
of trust . Vanderbilt University v. 
Henderson, 127 S.W. (2d) 284, 23 Tenn. 
App. 135 (1938). 


Columbia 
(1914). 


TEXAS 
immune from liability. Exception: pe for neg- 
ligence in selection or retention of employees. 
—_ v. Baylor Hospital, 284 S.W. (2d) 929 
(1955). 


UTAH 

Liable to paying potients and also to 
nonpaying patients. Sessions v. Thomas D. 
Dee Memorial Hospital, 78 P. (2d) 645, 94 
Utah 460 (1938). 

VERMONT 
full liability. Foster v. Roman Catholic Dio- 
cese of Vermont, 70 A. (2d) 230, 116 Vt. 
124 (1950). 

VIRGINIA 
immune from liability. Weston v. Hospital of 


St. Vincent, 107 S. 785, 131 Va 587 (1921 

Exception: liable for negligence in selection sod 

retention of employees. Norfolk Protestant 

pee v. Plunkett, 173 S.E. 363, 162 Va. 


(Continued on page 120) 
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THE COMPLETE 

PACKAGE FOR 

HANDLING THE 
DECEASED 


» SHROUDPAC, the time-saving procedure for easier, cleaner, 
faster handling of the deceased. Special hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instant use, no searching, no improvising. SHROUDPAC 
stores compactly in a handy six-unit dispenser. 


For further information and samples, contact your SHROUD- 


PAC distributor. (See below). 


SHROUDPAC CONTAINS 
these necessary items: PLASTIC 
SHROUD SHEET (Adult Size or Child 
Size) e CHIN STRAP « THREE UNIFORM 
IDENT. TAGS « TWO CELLULOSE PADS 
FIVE TIES. 


Each SHROUDPAC comes in a poly- 
ethylene bag designed to hold the 
personal belongings of the deceased. 


2265 W. ST. PAUL AVE. 


PATTON HALL, Inc. Zilcaco a7, nunors 


SHROUDPAC is through: A. 8. Aloe Co.; American Hespital 
Supply Corp.; E. F. Mahady Co.; Meinecke & Co., Ine.; Physicians and 
Supply Ce., inc.; Will Ress, tn Canada: ingram & 


a soothing barrier 


to infection - moisture - irritation 


Ammens medicated Powder protects macerated areas against 
bacteria, moisture, chafing, and minor mechanical trauma. 
Discourages bacterial growth...actually encourages healing. 


Contains zine oxide, boric acid, and hydroxyquinolin, blended 
with starch and talc. 


AM M EN S indicated POWDER 


Bristol-Myers Company, 19 West 50 Street, New York 20, N.Y. 
Alexandria, La. 


Distributor for Charlies Ammen Company 


Faced With a Fund-Raising Problem? 


Fund-Raising is Our Business. . . 


with over 45 years of successful experience. 


AMERICAN CITY BUREAU 
(Established 1913) 


3520 Prudential Plaza 


Chicago 1, Illinois 


Founding Member American Association 


of Fund-Raising Counsel 
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NOW... ANYONE 
CAN ENGRAVE 


SIGNS-NAMEPLATES 


on the premises 


The portable engraver 
for individua! marking. 
Easy to operate. If you 
can write — you can en- 
' grave. Saves money — 
quickly pays for itself. 


Write for information and 
samples of material. Dept. GE-3 


mew feermtes ENGRAVING MACHINE CORP. 
«443-19 UNIVERSITY PLACE. NEW YORK 3, N.Y 
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WASHINGTON Hospital, 74 S.E, (2d) 405, 137 W. Va. 834 
Liable to ing but not to (1953). Exception: liable for negligence in 


nonpaying patients. 
Pierce v. Watdens Valley Memorial Hospi- selection or retention of employees. Roberts 
tal, 260 P. (2d) 765 (1953). Lable for negli- = Oho, Valley General Hospital, 127 S.E. 


gence in selection or retention of oyees. 318, 98 W. Va. 476 (19 
gre Sisters of Charity, 130 P. (2d) 
899, (1942). WISCONSIN 
WEST VIRGINIA \ Immune from liability. Grabinski v. St. Francis 
Immune from liability. Meade v. St. Francis Hospital, 63 N.W. (2d) 693, 266 Wis. 339 


ASSOCIATION 


(1954). Liable for negligence in selection or 
retention of employees. Schumacher v. 
Evangelical Deaconess Society, 260 N.W. 
476, 218 Wis. 169 (1935). 


WYOMING 


Immune from liability to patients. 
Bishop Randall Hospital v. Hartley, 160 P. 
385, 24 Wyo. 408 (1916). No reported cases in- 
volving paying potients. 


SECTION 


(Continued from page 54) MINNESOTA 
Chisago Lakes, Chisago City. 
Hart, Monticello. 
Allen Memorial, Northfield. 
Rush City, Rush City. 
MISSISSIPPI 
Batesville, Batesville. 
Jackson State College Health 
Center, Jackson. 
NEBRASKA 
Pioneer Memorial, Dalton. 


LOUISIANA 
Montelepre Memorial, 
New Orleans. 
Hargrove Clinic and Hospital, 
Oakdale. 
St. Elizabeth, Paincourtville. 
St. Joseph, Thibodaux. 
MAINE 
Mayo Memorial, Dover-Foxcroft. 


MASSACHUSETTS Nebraska Psychiatric Institute, 
Baldpate, Georgetown. Omaha. 
MICHIGAN Webster County Community, 
Fairmount, Kalamazoo. Red Cloud. 


REMOTE CON 


HOSPITAL TELEV 


Ten Year's Experience assures you the 
very latest in Remote Control Equipment, 
designed specifically for hospital use. This 
means the finest in service, quality and 
performance — at no cost to you! 


“HiBoy” stand of polished 
chrome and rugged steel 
construction with ball 
bearing casters. 


IDEAL MONEY-MAKER 
FOR THE HOSPITAL AUXILIARY 


absolutely no cost to you. 
WRITE TODAY FOR DETAILS 


MIDWEST TELEVISION SYSTEMS, INC. 


2932 CHICAGO AVENUE MINNEAPOLIS 7, MINNESOTA © 
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NEW YORK 
Reconstruction Home, Ithaca. 
Oceanside Gardens Sanitarium, 

Oceanside. 

NORTH CAROLINA 
Appalachian Hall, Asheville. 
Asheville Orthopedic, Asheville. 
Valley Clinic and Hospital, 

Bat Cave. 
Swain County, Bryson City. 
Angel Clinic Hospital, Franklin. 
Central Carolina Convalescent, 
Greensboro. 
Keeley Institute, Greensboro. 
Piedmont Memorial, Greensboro. 
Granville, Oxford. 
Shaw Memorial, Oxford. 


OHIO 
Children’s Fresh Air Camp and 
Hospital (Hospital Unit), 
Cleveland. 
Forest City, Cleveland. 
Greenfield Municipal, Greenfield. 
Kettering, Loudonville. 
Rocky Glen Sanatorium, 
McConnelsville. 
Meigs General, Pomeroy. 
Adams County, West Union. 
PENNSYLVANIA 
Western State Penitentiary, 
Pittsburgh. | 
SOUTH CAROLINA 
Joanna Memorial, Joanna. 
Dunlap, Rock Hill. 


TENNESSEE 
Donalson, Fayetteville. 
Scott, Lake City. 

Kenneth Brown, Lewisburg. 


TEXAS 

Physicians and Surgeons, Alice. 

Dorsey, Fort Worth. 

Medical and Surgical Clinic- 
Hospital, Fort Worth. 

Parkview Hospital and Clinic, 
Houston. 

Jenkins Clinic, Hughes Springs. 

Kleberg County, Kingsville. 

Lawler Clinic-Hospital, Mercedes. 
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Power outages 
can do no harm 
in this hospital 


Onan Electric Plant supplies emer- 
gency power for lighting and all 
vital electrical equipment 


An Onan Emergency Power System 
‘potions and personnel. Sup- 
plies Casrent for lighting corridors, 
operating rooms, delivery rooms, stair- 
ways; provides power for heating 
system, ventilators, elevators, X-Ray 
machines, and other vital equipment. 

Your hospital is assured of electric 
power at all times with Onan Emer- 
gency Electricity. Operation is com- 
pletely automatic. When highline power 
is interrupted, the plant starts auto- 
matically ; stops when power is restored. 

Models for any size hospital —1,000 
to 150,000 watts A.C. 


Complete standby systems 
3 at lower cost 


Onon Vacu-Fio cool- 
ing permits using oir- 
cooled models in 
many installations at 
o considerable sav- 
ing. Check Onan be- 
fore you specify. 


D.W. ONAN & SONS INC. 


Z3138A University Avenvwe 
Minneapolis 14, Minnesota 
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Mission Municipal, Mission. 
Frances Ann Lutcher, Orange. 
Southmore Hospital and Clinic, 

Pasadena. 

Raymondville Memorial, 

Raymondville. 

UTAH 

Lehi, Lehi. 
Juab County, Nephi. 
Payson City, Payson. 

VIRGINIA 
Community, Martinsville. 
Community Memorial, South Hill. 

WASHINGTON 

Arlington General, Arlington. 
Fairfax, Kirkland. 
Monroe General Hospital and 

Nursing Home, Monroe. 

Rowley General, Mount Vernon. 
Skagit Valley General, 
Mount Vernon. 
WEST VIRGINIA 

Boiarsky Memorial, Charleston. 
Salvation Army, Charleston. 
Ravenswood, Ravenswood. 

WISCONSIN 
Baldwin Community, Baldwin. 
West Side, Milwaukee. 
Plum City Community, Plum City. 
Prairie du Chien Memorial, 

Prairie du Chien. 

MRS. AMOS F. DIXON 

VOTED: To record the following 
minute: 

SPECIAL MINUTE ON 
MRS. AMOS F. DIXON 

Moved by sincere and grateful 
appreciation for the outstanding 
service to the hospitals of America 
by the first chairman of the na- 
tional program for hospital aux- 
iliaries, the American Hospital 
Association pays tribute to the 
memory of 

MARY DIXON 

a member of the planning com- 
mittee for the National Conference 
of Women’s Hospital Auxiliaries 
in 1948. She worked energetically 
and became chairman of that first 
gathering of hospital auxiliaries. 
In 1949, when the Association By- 
laws were amended to provide a 
special membership for auxiliaries 
serving member hospitals, she was 
appointed chairman of the Com- 
mittee on Women’s Hospital Aux- 
iliartes. 

A woman of great charm, blessed 
with keen perception and clear 
vision, she had the qualities that 
made her a dynamic as well as a 
beloved leader. Her pioneering 
spirit, buoyant energy and selfless 


WHEN YOU 
STANDARDIZE 
ON THE 


an 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and : 
NURSES 


measure bloodpressure quickly 
and accurately—everywhere in 


the hospital. 


MAINTENANCE MEN 


find repairs minimized; re- 
placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 


for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER® 


Ww. A. BAUM coa., Ino. 


COPIAGUE, L. !., N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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devotion led her to give of herself 
untiringly in service to America’s 
hospitals. 

She traveled throughout the land 
to assist locai hospitals as well as 
state and regional groups in de- 
veloping the auxiliaries that have 
grown to be of inestimable value 
to our country’s hospitals. 

Her enthusiastic spirit, her un- 
failing sense of humor, and her 
lively, sympathetic interest in her 
fellowman endeared her to all who 
knew and worked with her. Her 
deep sense of responsibility and 
her gift of leadership built strength 
into the auxiliary program. 

Fd@® all these contributions, 
which have enriched the hospital 
auxiliary movement, we are grate- 
ful and enter in the records of the 
Association this tribute to a well 
beloved leader and worker. 


The underfinancing of 
hospital service 


(Continued from page 37) 
medical record department—rather 


than the accounting office alone— 
provides the basic facts for con- 


trol of the costs of the hospital’s 
program. 


EXPANSION OF HOSPITAL COUNCILS 


The suggested new emphasis in 
hospital service and cost control 
programs will require a_ great 
acceleration in group action among 
hospitals. Metropolitan and re- 
gional hospital councils can be en- 
couraged to develop coordinated 
activities to help achieve the five- 
point program outlined above. Ac- 
ceptance by individual hospitals 
of such voluntarily developed hos- 
pital coordination programs—even 
at the expense of some cherished 
“prerogatives’”—is the only alter- 
native to compliance with ever 
more specific government regula- 
tions. 

In summary, hospitals have been 
and still are underfinanced. As 
hospitals have gradually become 
basic public service institutions, 
the solution to underfinancing of 
the individual hospital has shifted 
from an emphasis on meeting the 
financial deficit to an effort to 
demonstrate that hospital service 
is efficiently provided and that 


Mop hospital floors quicker 


with 


mopping outfits 


“FLOOR-KING” Twin Tank 
Mopping Outfit for 
mops to 36 oz. 


Keeping floors clean is a con- 
stant battle that can’t be elim- 
inated. But it can be made 
easier. You'll get the job done 
in a hurry when you use a 
Geerpres mopping outfit. 

Easy-working, powerful in- 
terlocking gearing wrings 
mops as dry as you please 
without twisting or tearing. 
Best of all, no splashing on 
clean floors or clothing. 

Geerpres buckets roll at a 
touch on quiet, rubber wheeled 
ball bearing casters. Electro- 
wringer and rugged, 

ot dip galvanized buckets 
stop rust—last for years in the 
hardest service. 

Keep it clean. Get a Geerpres 
mopping outfit today. Both 
single afd.ctwin-tank outfits 
available in three sizes plus 
other mopping accessories. See 
your jobber or write for com- . 
plete catalog. 


/a 


P.O. BOX 658, MUSKEGON, MICH. 


rising costs are in the public in- 
terest. Today, the current situ- 
ation calls for re-evaluation and 
recasting of hospitals’ service pro- 
grams to assure that they are 
properly related—with other com- 
munity agencies—to the needs of 
the public for comprehensive, 
efficient, high quality health serv- 
ices. 

The cost of comprehensive 
health services will inevitably 
continue to rise. As costs rise, the 
time available to voluntary hos- 
pitals to retain leadership in the 
reorganization of hospital service 
programs grows shorter and short- 
er. ba 
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Hospital association meetings 
(Continued from page 6) 


Ontario Hospital Association — October 
27-29; Toronto (Royal York Hotel) 
Comite des Hopitaux du Quebec——Jon- 
uary 21; Montreal (Headquarters of 
the Comite des Hopitaux du Quebec) 

Hospital Association of Rhode Island 
October 21; Providence (Sheraton- 
Biltmore Hotel) 

Virginia Hospita igtion—Novem- 
ber 14-16; Roanoke (‘Roanoke Hote! | 

West Virginia Association 
October 16-18; Charleston ({Donie! 
Boone Hotel) 

Wyoming Hospital Association——Oc tober 
16-17; Casper (Memorial Hospital! of 
Natrona County) 


AHA INSTITUTES 
(THROUGH MARCH 1959) 


Medical Record Library Personnel No- 
vember 3-7; Chicago (LaSalle Hotel) 

Nursing Service Administration —— No- 
vember 3-7; Philadelphia (Bellevue- 
Stratford Hotel) ; 

Physical Therapy —— November |0-!4; 
Kansas City, Mo. (Bellerive Hotel) 

Institute on Hospital Organization —-— 
November 12-14; Austin, Tex. (Ste- 
phen F. Austin Hotel) 

Institute on Hospital Organization — 


November 17-19; Boston (‘Somerset 
Hotel) 
Disaster Planning November 8-20; 


Los Angeles (Ambassador Hotel) 
Methods Improvement——December | -3; 
Denver (Cosmopolitan Hotel) 
“Stafting’’ Departments of Nursing -— 
December 8-11; Chicago (Shoreland 
Hotel) 
Hospital Housekeeping —— December 8- 
12; Los Angeles (Ambassador Hotel) 
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H. W. = Linen Co. of Calif. ; 
W. A. Ballinger & Co. 
Borker Bros., Contract Dept. 
James G. Hardy 4 Co., Inc. . 
DISTRIBUTORS Winne & Sutch Co a 
Miami, Fle... The Moxwe!! Company, Inc. 
Ge Will Ross, Inc. Morton Textiles, inc a 
American Associcted Cos., inc. Miemi Beach, Fle. Superior Linen Co. ONE HALF 
James G. Hardy Co., Inc. Miami Shores, 
Dey’s Bedding Company James liardy Inc. 
Md. ..M. Ambach & Compony Milwaukee, Wis. Will Ross, inc. the funds for 
James G. Hardy & Co., Inc. Minneapolis, Minn. Lin-Tex Inc. 
Stonderd Textile Company, inc. American Corp 
Bangor, Me Bongor Bedding Co. Pink Supply Compony . 2 
Boston, Mass. Boston Textile Newerk, N. J. . Fisher-Cohen Company private hospital 
Jennings Linen Compony, inc. New York, NW. Y. ..E. E. Alley Co., Inc. 
Notional Hote! Supply Co H. W. Boker Linen 
Buffalo, N.Y... flalo Hote! James G. Hordy & Co., Inc . 
American Hospital Supply Corp. Neste! Products Compony, inc 
American Hospital Supply Corp. Superior Linen Company, Inc comes directly 
Cherlotte, N.C. The House of Prints, inc 
Absorbent Cotton Co N. City, Me 
Chicago, iil. . The Burrows Company mericon Hospito! Supply Corp. 
Clork Linen & Equipment Co Philadelphia, Pa. Rhoods & Compony from philanthropic 
Corco Textiles & Furnishings, Inc. John W. Fillmon & Co 
Jomieson, inc Miller, Bain, Beyer & Co 
Leo's Fabrics Phoenix, Ariz. Ledbetter G Co. Inc 
L. B. Herbst Corp Winne & Sutch Co contributions. 
Korol!’s, inc San Diego, Calif. . Mike Ellis & Sons 
Theodore Mover & Company Winne & Sutch Co 
Wolter H. Moyer & Compony, inc St. Lewis, Me. A.$. Aloe Co 
Mills Hospito! Supply Company Chester Horvey Co 
Morton Textiles, inc St. Paul, Minn. Joesting & Schilling 
Aibert Pick Compony, inc. Sen Francisco, Calif. Hole Bros _ 
Cincinnati, O. Standord Textile Co., Inc. American Hospito! Suoply Corp ou 
Clevelend, Tenn. Americon Uniform Co H.W. Boker Linen Co. | 
Will Ross, Inc W. A. Ballinger & Company | é 
Delles. Tex... Woll-Tex Fabrics, Inc Stonley Rosenthal & Comoony | | When your hospital requires its share of this vital a 
American Hospital Supply Corp ow & Switch Ce 
Ww inen Co. of Texas, inc ober Linen Co ee . 
of Co. | half”, the experience of this company in scores of 
A. 0. Radinsky & Sons Bold Linen Company ‘ 
Detroit, Mich. jomes G. Hordy & inc. | Sherman Oks, Calif. | successful fund-raising efforts is at your service. 
Kuttnaver Manufacturing Co., Inc Skokie, Hoag Bros. | 
Evension, American Hosp. Sup. Corp Spokane, Wash. Columbic PiverD G Co 
A Tecoma, Wash. Molt’s | 
American Hospital Supply Corp Washington, D.C. Guy. Curron & Co 
Forest Park, American Hospite! Supply Corp 


Horris Hospite! Supply. inc. R. Mors, The Controct Compony 
Fort Lavderdale, Fla. Ere!) ti tterton, inc Revere Furniture & Equipment Co JOHN F. RICH COMPANY 
Greenville, $. C. _Quolity Textiles, Inc W. Palm Beach, Fic. 
Griffin. Ge. . Southeastern Textile Corp. ‘Hote! & Apt pply Co i CENTER . PHILADELPHIA 
bn ted Cotton Goods, Inc. Winston-Salem, N. C. | 3 PENN 2, PA, 
Konsas City, Mo Butler Enterprises, Inc. 
Kansas City ‘White Goods Mig. Co. 


For a Handy Purchasing 


Reference 
see the 


GUIDE FOR 
HOSPITAL BUYERS 
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The finest Straight Chairs 


Built for Institutional Service 
on the Goldenrod pages Save your walls with these ‘‘wall- Made of select birch a 


saver’’ chairs — they have flared back hardwood, finished 


ee and upholstered to 
legs which keep chair's back legs away specifications with 


Part I] of the Aug. l, issue from wall. Perfect for rooms, recep- elastic Naugahyde, Fe 


tion hall, office, etc. Exceptionally 


comfortable and the TRACT PRICES! AW 


HOSPITARS 


16” x 16”. 7 

Journal of the American Hospital Association EICH EN LAU BS 2 

Contract Furniture 

18 E. Division Street Chicago 10, Illinois SEND FOR BULLETIN 1059 3501 st.. 1, PA. 
E-26 
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PRO 


JOHN H. HAYES 


A best seller tells of the decline 
of man and the usurping of power 
by woman—a late realization of 


what has been going on for a long 
time. 
Some women will enjoy buying 
a copy to give to their husbands. 


The old time surgeons who 
boasted of their speed in complet- 
ing operations evidently thought 
the O.R. was the record room. 


Trade union leaders complain 
of the high cost of hospital care, 
not realizing that their success in 
getting higher pay for their mem- 


through 
Successful 


Charter Member: 
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Building Good Will 


HOSPITAL FUND RAISING 
for 38 Years 


TAMBLYN AND BROWN 


INCORPORATED 
Empire State Building 
New York 1, New York 


American Association of Fund-Raising Counsel 


bers increases the cost of hospital 
care, as well as other costs. 

It no longer can be said in this 
country that sick people have to 
be well-heeled if they are to be 
well healed. 

No hospital is a high cost hos- 
pital if it serves its community 
expertly and with loving care. 

It is natural, but not always 
realized, that many of the comforts 
now afforded to patients were in- 
vented or discovered by nurses. 

A re-tired automobile may be 
operated faster and with greater 
safety. 

A retired person is something 
else again. 

* 

To prevent injuries and deaths 
practically every state in the union 
prohibits the sale of fireworks. 

But you can still buy auto- 
mobiles. 

A high Russian official says he 
expects to live to be 200: and that 
there are many people in Russia 
over 150 years old. 

Some people are gluttons for 
punishment; or maybe it only 
seems that long in Russia. 

Parents who do not spend much 
time in minding their children will 
find that their children will not 
mind them. 

The American Hospital 
Questionnaire 

Is now again before us. 

Please fill it out with utmost care 

And join the. annual chorus 
Of folks who always gladly give 

The information needed 
To make the Guide most positive. 

Don’t let this go unheeded. 

The American Hospital Asso- 
ciation Annual Questionnaire is, 
in my opinion, one questionnaire 
received by administrators which 
pays a big dividend. We invest our 
own information, and get in re- 
turn information concerning about 
7,000 other hospitals, plus other 
statistics and facts to guide us 
throughout the year. 

Please be prompt with all your 
data. 

Do it STAT; not pro re nata. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 


lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations. 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


RECONDITIONING AND REPLATING OF 
SURGICAL INSTRUMENTS: Sharpening 
of scissors, burs, drills, ronguers, curetts, 
and special knives. Schrader Instrument 
Company, 219%, East Main, Independence, 
lowa. 


WANTED 


SELLING HOSPITALS? CARRYING A 
SIDELINE interest you? Then AAA-l 
company is looking for you. Products top 
quality in their field, enjoy national dis- 
tribution. Basis strictly commission, 15%. 
Address HOSPITALS, Box I-59. 


POSITIONS OPEN 


(a) DIRECTOR OF NURSING: Admin- 
ister and coordinate work of nursing serv- 
ice and school of nursing. Prefer masters 
degree in education or administration 
with successful experience. (b) ASSO- 
CIATE DIRECTOR OF NURSING: in 
charge of school of nursing. Prefer mas- 
ters degree in education but BS acceptabie 
if accompanied by proven ability. JCAH 
accredited, non-sectarian hospital of 576 
beds including 125 non-acute beds and 
NLN accredited, diploma school of 160 
students. University affiliation for basic 
sciences. Excellent salary, personnel poli- 
cies and working conditions. Furnished 
apartment at reasonable rent is available. 
City of 110,000 located in year round 
recreational area. Write Personnel Direc- 
tor. St. Luke's Hospita!l, Duluth 11, Minne- 
sota. 


A & G MEDICAL PERSONNEL AGENCY 
834 Second Street 


Lancaster, Pennsylvania 


POSITION FOR PATHOLOGIST: Diplo- 
mate — Pathology-Anatomy & Clinical 
Pathology, exceptional opportunity in new 
hospital serving 11 communities. Remuner- 
ation on a percentage basis. Mid-west lo- 
cation. 


CHIEF MEDICAL RECORDS LIBRARIAN: 
ultra modern d hospital; additional 
100 bed & large OP expansion near future. 
Salary open. 


LABORATORY TECHNICIAN: fully ac- 
credited 92 bed hospital; College commu- 


nity. Southwest. or salary . Share 
call 2 other T. ASCP if possible. Hospital 
estab. 1950. 


NURSES: for ——— in west. Beg. salary 
$275, rotating shifts. Opportunity for 
nurses who would like responsi- 
ility. 
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SALES REPRESENTATIVE: who is well 
experienced in hospital equipment field, 
preferably with background in major 
operating lamp industry. A very good op- 
portunity in an expanding firm. Remuner- 
ation commensurate with experience and 
ability. Applicant must be willing to re- 
locate if necessary. Forward full resume 
of experience, background information, 
and photograph to: Box I-66 HOSPITALS. 
All replies will be handled confidentially. 


ASSISTANT DIRECTOR, OCCUPATIONAL 
THERAPY — Modern tuberculosis hospital 
with affiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent opportun- 
ity for progressive administrator. Resume 
to Director, Occupational Therapy, Emily 
P. Bissell Hospital, 3000 Newport Gap Pike, 
Wilmington 8, Delaware. 


REGISTERED LABORATORY TECHNI- 
CIAN: Top position open for male or 
female A.S.C.P. registrant. Write or phone 
Administrator, Canonsburg General Hos- 
pital, Canonsburg, Penna. 


ANESTHETIST: R.N.A. for nearly new 
114 bed general hospital. Hospital cafe- 
tera. energetic medical staff, excellent 
starting salary with time and merit in- 
creases. Liberal emplovee benefit program, 
or free lance basis. Write Administrator, 
Coffeyville Memorial Hospital, Coffey- 
ville. Kansas 


PEGISTERED .NURSES: For a 201 bed 
University Hospital. Starting Salary $270- 
$285, rotating shifts with pay differential. 
40 hour week add other liberal policies 
Write: Director of Nursing, University of 
Nebraska College of Medicine: 42nd and 
Dewey, Omaha 5, Nebraska. 


THERAPEUTIC DIETITIAN: Staff. ADA, 
Salary open. Write Miss Winnie Temple. 
Chief Dietitian, Scott and White Memorial 
Hospital, Temple, Texas. 


DIETITIAN: Therapeutic: with some ad- 
ministrative and supervisory work; and 
to help maintain patient contact; open 
now; good salary: 40 hour week: 4 weeks 
vacation: professional laundry furnished: 

3 beds and 43 bassinets; approved: no 
school of nursing. Apply Miss Fern Brown, 
Director of Dietetics, Reid Memorial Hos- 
pital, Richmond, Indiana. 


ASSISTANT ADMINISTRATOR: leading 
to administrator's position. 35 bed, pro- 
gressive general hospital. M.S.H.A., or 
equivalent experience necessary. Salary 
open. Address replies to: “r. H. Hughes. 
Pres., Capitol Hospit>!. 1971 West Capitol 
Drive, Milwaukee 6, Wisconsin. 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
person. Salary commensurate with train- 
ing and experience. Liberal benefits. Ap- 
ply Personnel Director, Iowa Methodist 
ospital and Raymond Blank Memorial 
Hospital for Children, Des Moines, lowa. 


POSITIONS WANTED 


ASSISTANT SUPERINTENDENT: Large 
eastern teaching hospital, wants to relo- 
cate, Mid-South or est preferred, hospi- 
tal _—e immaterial. Address: HOSPITALS, 
Box I-68. 


MEDICAL LABORATORY TECHNOLO- 
GISTS and X-RAY TECHNICIANS: Grad- 
uates of our school are trained in theory 
and techniques and can assume full labo- 
ratory duties. We offer an internship pro- 
gram that has helped many hospitals to 
obtain competent technicians at reason- 
able wages. Carnegie Institute, 4707 Euclid, 
Cleveland and 65 Anderson Street, Boston. 


OUR 62nd YEAR 


WEDICAL 
WOOD WAR 
BUREAU 


FORMERLY AZNOES 


V.Wabash-Chicage, HL. 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Med Dir: 700 bed, 
genl, fully-apprvd hsp; exceptional oppor; 
attractive city, East-NortheCentral. (b) 
New hsp, 150 bds to serv clinic staffed by 
50 men; tropical island; American de- 
pendency: delightful climate: $12-15,000. 
(c) Small, general hosp, estab’d °36: en- 
tails reorganization; $6,500; MW. (d) Group 
3 fully-apprvd hsps, total’g 425 bds: $15,000: 
New Eng. (e) 120 bd hosp, estab’d ‘13: 
may add new wing; $7,000; MW. (f) 140 
bd, long term hsp; recently completed 
$250,000 remodel’g prog; about $10,000: lige 
univ city, MW. (g) 240 bed, vol, genl, 
JCAH hosp; one of finest towns, 100,000, 
Calif. (h) Planning beautiful, 125-bed, re- 
sort area hosp: urgent need for adm to 
advise plan’g; So. Atlantic. 


ASSISTANT ADMINISTRATORS: (i) 3 
hosps and 1 clinic, all lige size & fully 
apprvd; $6,500; very lige univ city, SE. 
(j) Asst Dir & Controller; 275 bed, genl, 
vol, fully apprvd hsp. expand’g 50 bds; 
Sal open, min $6,000: New Eng. 


ADMINISTRATIVE POSTS: (k) Asst Bus 
Mgr; 500 bd, JCAH, TB hosp; $4-5,000; re- 
sort area, So. Atlantic. (1) Controller: 
good knowledge accounting; 350 bd, fully- 
apprvd hosp; $6,000 minimum: MW. (m) 
Personne! irector; 225 bd, JCAH, genl 
hosp: city 100,000, East. 


ADMINISTRATOR: MHA, Univ of Minn: 
Asst Adm, 220 bd hsp, 2 yrs: Admin, sm! 
hsp, 2 yrs; Nominee ACHA: early 30's. 


MEDICAL RECORD LIBRARIAN: Chief & 
consultant for sevl hosps; presently avail- 
able for positian in Okla, Texas or Arkan- 
sas; Member, Amer Assn of M.R.L: for- 
mer position, Chief M.R.L., 475 bd. 
California hospital, four years. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. Please note our descriptions of op- 
portunities in the first issue of each i. 
of Hospitals. Write us please for further 
details. 


FOR A HANDY PURCHASING REFERENCE 
see the 
GUIDE for Hospital Buyers 
on the Goldenrod Pages 
of the August 1 issue of HOSPITALS 
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NOW AVAILABLE IN INCERT® 


VI-CERT C1000 with B,. (Lyophilized 8 Vitanins with Vitamin C and B, »). 


Use INCERT 


to add medication to I.V. solutions, and time the opera- 
tion from start to finish. You'll find it will take just 
16 SECONDS to complete the admixture... ready 
for use! 


INCERT eliminates ampules, needles, syringes and all 
the preparation time required with the old way of 
“needling” solutions. Simply plug the INCERT vial into 


the large hole in the stopper of the LV. bottle — and» 


the job is done. 


INCERT provides a sterile, safe, single-step “closed sys- 
tem” method of adding a variety of medications to 
solutions. The INCERT vial, left in position in the solu- 
tion bottle, identifies the medication until ready for use. 


Here is a real economy in lighter work-load and re- 
duced preparation costs... ready for instant use in 
your hospital. 


*Sample INCERT vials available for your convenience. 


TRAVENOL LABORATORIES, INC. 


Morton Grove, Illinois 


INCERT 141—Thiamine HC! 25 mg., Riboflavin 10 mg., Niacinamide 100 
mg., Sodium Pantothenate 20 mg., Pyridoxine HC! 20 mg., Ascorbic 
Acid 500 mg 

INCERT 142 —Same as above, with 1000 mg. Ascorbic Acid and Cyanoco- 
balamin (B,-) 25 mcg. 

VI-CERT® (Lyophilized B Vitamins with Vitarrin C). 

INCERT 116—500 mg. lyophilized succinyicholine chioride. 

INCERT 717—1000 mg. lyOphilized succinyicholine chioride. 


SUCCINYLCHOLINE CHLORIDE 

SUX-CERT (Lyophilized succinyicholine chloride for skeletal muscle 
relaxation). 

INCERT 7110—500 mg. in 5 cc. sterile solution. 

INCERT 1140—1000 mg. chioride in 10 cc. sterile solution. 


POTASSIUM CHLORIDE SOLUTION 


INCERT T2010—20 mEq K+ and Ci— in 10 cc. sterile solution (2 mEq/cc.). 
— T2030—30 mEq K+ and Ci— in 12.5 cc. sterile solution (2.2 
mEq/cc.). 
T2020—40 mEq K+ and Cil— in 12.5 cc. sterile solution (3.2 
mEq/cc.). 


POTASSIUM PHOSPHATE SOLUTION 

INCERT T31—(1.579 gm. K2HPO, and 1.639 gm. KH.PO, per 10 
Contains 30 mEq K+ and HPO.— in 10 cc. sterile solution. 
CALCIUM LEVULINATE SOLUTION 


INCERT T51—10% solution, 1.0 gm. (6.5 mEq of Calcium) in 10 ce, 
sterile solution. 
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30% f epileptics....can, with appro- 


priate care and encouragement, lead 


* 
4 | 


the Parke-Davis family of anticonvulsants 


...an appropriate anti-epileptic for every clinical need 


for grand mal 
and psychomotor seizures 


© Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in many forms— 
including Kapseals® of 0.03 Gm. 
and of 0.1 Gm. in bottles of 100 and 1,000. 


| 
® Kapse als (Dilantin 100 mg., 
iydrochloride 2.5 mg.), bottles of 100. a 


for the petit mal triad 


® 
On | Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 
Kapseals (phensuximide, Parke-Davis) 
® 0.5 Gm., bottles of 100 and 1,000. 
: On j i Suspension, 250 mg. per 4-cc. 
| teaspoon, 16-ounce bottles. 
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